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PROBLEMS OF MEDICAL CARE FACING THE 
MEDICAL PROFESSION* 


HENRY COOK, M.D. 
FLINT, MICHIGAN 


Speaking tonight as your retiring President, after having served for nearly eighteen 
years as a member of your profession in the ranks, and twelve years actively connected 
with your organization in an official capacity, either as a Councilor, Chairman of the 
Council, President-Elect, or President, you must realize that there have been many lessons 
learned and many impressions made which that retiring officer would like to impart to 


each member of the profession. 


There have been many times during this experience when one is reminded of the 


story of Daniel Boone when he was asked 
if he was ever lost inthe woods. “No, I never 
got lost,” said Daniel, “but I was once. be- 
wildered for three days.’’ Many times there 
have arisen perplexing problems which I 
have seen your officers seek to solve in the 
interest of the medical profession. 


We are very fortunate, as a profession, in 
having the assurance that the welfare of 
the public goes hand in hand with that of 
the medical profession. These problems 
have been especially difficult and important 
since 1929. They have been largely economic 
in character. Many times there have been 
evidences of the medical profession seeking, 
through its organization, to solve the med- 
ical needs of the people in various com- 
munities. There has been the problem of 
medical care of the indigent and the near 
indigent. There has also been the problem 
of medical care of those who are able to 
purchase the care they need. I believe our 
profession has sought, and in most instances 
met, the problem of medical care of the 
group last mentioned. 


We have given considerable attention, 
realizing that it was our responsibility, to 





*President’s address delivered at the General Session at 
Detroit, September 21, 193%. 
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keep the cost of medical service down with- 
in the means of those requiring it. It goes 
without saying, however, that there are 
many expenses attached to sickness which, 
while they can be influenced by our profes- 
sion, we are unable to completely elimi- 
nate. The doctor’s bill is only one-third of 
the cost. I believe it can be said, without 
fear of contradiction, that where influence 
of the medical profession has been strongest 
in furnishing medical care to the indigent, 
there has the service been most efficiently 
administered, of the highest quality and 
more broadly distributed. Wherever the 
costs have been higher it has been because 
the services have been greater. Our com- 
mittees of the State Society have developed’ 
scientific programs also of improving med- 
ical care to all. This has included programs 
for the eradication of syphilis, immuniza- 
tion to disease, case finding, prevention and 
care of tuberculosis, a program for the pre- 
vention and care of cancer, developing of 
programs for postgraduate education of all 
the medical profession, actively cooperating 
in the maternal health program of our state, 
assisting in the planning by government, 
through its officials, including our state 
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health officer, to the end that the highest 
quality of medical service be available to 
all. This is an éxcellent background upon 
which to build. We cannot rest on our 
oars, we must push forward. Our profes- 
sion is in an enviable position—our oppor- 
tunity for future service is unlimited. Our 
State Health Commissioner has said, and 
I know he honestly believes, that the suc- 
cess of his work depends upon the cooper- 
ation of our profession. Governor Murphy 
is extremely interested in making available 
the highest quality of medical service to all 
the people, and has stated that it shall be 
done through a program approved of and 


codperated in by the medical profession of . 


our state. He has repeatedly stated that it 
can only be done with our help. 

The House of Delegates of the American 
Medical Association has taken very signifi- 
cant action in this connection. There have 
been many organizations and foundations 
which have, from time to time, interested 
themselves in the problems of health and 
medical service to all of the people. Re- 
gardless of what their motives may have 
been, the effect has been to center attention 
on the problem of supplying medical service 
to our people. The medical profession has 
been cognizant of these demands and has 
reacted in different manners. Some have 
felt that these organizations have an ulterior 
motive.. Some of us realized that we must 
give recognition to their demands. 


Last night the action of the House of 
Delegates of the American Medical Associa- 
tion in San Francisco and the more recent 
action of the Special Session of the House 
of Delegates in Chicago was called to your 
attention. I shall endeavor, at this time, to 
interpret this action to you as the Michigan 
delegates and those who were in Chicago 
understand it. 


The House of Delegates unanimously 
adopted a resolution which approved of the 
expansion of public health services as out- 
lined by the Technical Committee, these 
plans and programs being developed on an 
economical basis by local health organiza- 
tions cooperating with the local medical 
profession. They approved the expansion 
of hospital facilities where needed; calling 
attention to the need of better and more 
complete use of the facilities now in exist- 
ence. They approved of.and insisted upon 
complete medical care for the medically in- 
digent, being willing to assume their share 
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of the responsibility together with the bal- 
ance of the community, feeling that govern- 
ment should make funds available where the 
local and state communities are unable to 
finance the needed care. They approved of 
voluntary health insurance on a cash indem- 
nity basis; they approved of group hospital- 
ization and sickness, insurance against loss 
of wages during sickness. They instructed 
the Speaker of the House of Delegates to 
appoint a committee of seven to confer with 
the proper federal representatives to facili- 
tate these objectives. 

My interpretation of this is that the medi- 
cal profession of this country has expressed 
through its House of Delegates in Special 
Session its willingness to fully meet the 
responsibility of the care of the sick of this 
country, feeling that it should be done on a 
common-sense basis. 

The medical profession believes, however, 
that this can best be accomplished by co- 
operation jointly between the medical pro- 
fession and governmental officials who are 
charged with that responsibility. 

Through the appointment of this com- 
mittee of seven, the profession demonstrated 
its willingness to codperate; in fact, it is 
my interpretation of that session in Chicago, 
which I attended, that they are not only 
willing, but demanding that it be done. I 
think it is very significant that the House 
of Delegates ordered that a committee be 
appointed of practicing doctors to confer 
with the governmental agencies. 


Now, let us consider our problems in 
Michigan. There are many unsolved problems 
in medicine in Michigan, and after these 
problems are solved there will still be many 
more that develop to intrigue the profession 
of the future. It is in the solution of these 
problems that now face us that the medical 
profession has its greatest opportunity to 


‘ maintain its traditions and standing, as in 


the past. In the meeting of these problems 
we gain strength. 


Let us not forget that the tradition of 
our profession has been that of service. It 
is true that the laborer is worthy of his 
hire. We need have no fear of the financial 
return if we meet our responsibility. I wish 
to call your attention to the fact that the 
chain is no stronger than its weakest link, 
and it is just as’ essential that the county 
medical society shall be actively studying 
and supporting the parent organization of 
the state society as it is for the state society 


Jour. M.S.M.S. 
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to have a program. It is important, if we 
have a program, that we be doing something 
about it. The Socialist Party in Germany 
had an excellent program, far better than 
Hitler’s, but Hitler seized his opportunity 
and did something about it. The program 
of your state organization will never be 
effective unless it is integrated through the 
county society and the large majority of the 
individual members. 


Let us consider some of the problems that 
need our attention at this time. There have 
been great advances in the quality of med- 
ical service supplied to the indigent, and 
in the breadth of distribution. However, 
studies show that in many localities, for 
various reasons, this is not as satisfactory as 
it should be. In some instances the attitude 
of those who have the responsibility of 
distributing the funds and approving those 
who shall receive medical relief, is not what 
it should be. Fortunately. we can prove that 
the best quality of medical service is not 
the most expensive. 


The great majority of the medical pro- 
fession today feel that hospital insurance 
will remove considerable of the burden of 
sickness from a large number of our popula- 
tion. There are some differences of opinion 
between the medical profession and the hos- 
pital, but this can be adjusted. We must rec- 
ognize that there are certain facilities, the 
need of which has developed through scien- 
tific advance in medicine, which must be 
made more freely available to all. The 
x-ray and laboratory services must be more 
available if we expect to properly handle 
the prevention and treatment of many dis- 
eases. There are certain localities in our 
state where there is too much delay in ob- 
taining their benefits, and the cost attached 
thereto is preventing their use. A careful 
study of these needs must be made and con- 
ditions improved. The building of buildings, 
establishing of laboratories, and other fa- 
cilities where they are not needed, would be 
a waste of funds and would make such a pro- 
gram unpopular. Buildings without proper- 
ly trained technicians under the supervision 
of proper physicians, will render little serv- 
ice. Proper programs of making these serv- 
ices available are equally essential. Therefore, 
the development and location of these facil- 
ities must be made after careful study, tak- 
ing into consideration improvement of fa- 
cilities now already in existence. Groups 
of properly trained members of the medical 
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profession should associate themselves to- 
gether in order that greater ease and facil- 
ity for diagnosis be devolped. There is no 
reason why private practicing physicians 
cannot form their own groups for diagnosis. 

There are many members of our medical 
profession today who feel that a complete 
examination, where all of the laboratory 
facilities are used and specialists working 
together, costs more than the patient can 
pay, not saying that the service is not worth 
the cost. Attention to this should be given 
in the various communities. 


The county medical societies should have 
a very important part in the devolpment of 
public health programs in the county, re- 
gardless of what the program is. It is és- 
sential that the health officer shall recognize 
that his work will never be what it should 
be unless the profession of his community 
has a part in the planning and in the effect- 
ing of his public health program. Any health 
officer who does not seek the codperation of 
the medical profession in his community has 
not the proper vision. Any profession which 
is not willing to cooperate in a fair program 
of public health is subject to severe criticism. 
However, I believe this is rare. The med- 
ical profession should interest itself in hav- 
ing committees, in its organization, to study 
the problems of public health, which include 
the health of school children and children of 
pre-school age. This must include a pro- 
gram of lay education. This program of 
public health should not include free service 
to those who can pay, because we are there- 
by teaching them to depend upon some one 
else for their services rather than teaching 
them what service they need and where to 
obtain it. 


It is true that the death rate from tuber- 
culosis has been reduced in this state from 
over 100 per 100,000 to 43 per 100,000. 
This is not low enough. If we have been 
able to reduce it to that degree, with the 
proper use of the facilities now known, im- 
provement of hospitalization and care, de- 
velopment of programs for the proper em- 
ployment of arrested cases in order that they 
shall not relapse after discharge from hos- 
pitals, improvement in case finding, more 
thorough study of the contacts, having in 
mind finding the source of infection and its 
elimination, there is no reason why this 
figure of 43 per 100,000 should not be re- 
duced to nearly zero. It is our responsibil- 
ity to give serious attention to the prob- 
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lem of tuberculosis in our own community. 
Tuberculosis is already costing too much 
and by such a program the cost would be 
reduced. 

In our state we have an excellent program 
of maternal health. There is in existence 
a Maternal Health Committee in practically 
every county society. These committees 
should be more active. 

The program of syphilis control in our 
state is deserving of greater support. 

There is altogether too little interest given 
by our profession, as individuals, in the 
problem of cancer. It is true there are pro- 
grams of lay education now in operation. 
Some of the committees of our state so- 
ciety feel that either the profession is not 
becoming as informed as the public, or they 
are not as interested as they should be. The 
program of activity of our profession must 


keep abreast with programs of lay educa- 
tion. 


There is today some demand, at least, 
for a program of health insurance. It is 
my personal opinion that a program as out- 
lined, effectively carried out by our pro- 
fession, is of far greater importance and 
value than any un-American, untried scheme 
of distribution, and will receive the hear- 
tiest cooperation from all those agencies 
interested in health who are outside the 
medical profession, and is our greatest de- 
fense against having something unsound be- 
ing imposed upon the public and the pro- 
fession. I have no fear of these; if we do 


our job there is no doubt but what we will 
meet our responsibility. Our interest in this, 
and the attitude of our profession was well 
known at the Health Conference recently 
held in Lansing. We were told at that con- 
ference, by a well known labor leader in 
this state, that labor had no desire to im- 
pose anything unfair upon the medical pro- 
fession, that our profession should be ade- 
quately paid for its services in order that 
the highest type of medical service would be 
maintained; in fact he said he did not ob- 
ject to our having a monopoly upon med- 
ical care, but with that there was a re- 
sponsibility which we must meet. I feel 
that is not unreasonable. I am sure we 
have nothing to fear from labor. 

We must give attention to the problems 
of the more unfortunate because we can- 
not shirk our public responsibility to be 
good citizens. We have a responsibility to 
the public, to ourselves, to our profession, 
and to those members of the profession who 
come after us. The profession must be 
leaders in medical problems, since we have 
the knowledge and training required. 

I am sure that under the leadership of 
Dr. Luce, your Council, and the officers of 
your county societies, that you will meet 
these outlined responsibilities. These re- 
sponsibilities are coupled with great oppor- 
tunities. Our profession would thereby 
maintain the position which it has always 
held in the past and need have no fear for 
the future. 





Physicians’ 


WasHINGTON: “Uncle Sam’s tax collectors have 
invoked a little known provision of the 1926 law 
that threatens to violate the sanctity of relationship 
between physician and patient, lawyer and client, 
minister and church-goer. To the knowledge of the 
Capital’s medico-legal experts it has never been so 
utilized before. 

“The case now provoking professional howls in- 
volved a man who transferred property within two 
years of death, thereby arousing official suspicion 
that the transactions were designed to cheat the 
Treasury. 

“An internal revenue agent moved in on the 
man’s doctor with the demand that the latter turn 
over the complete medical file in the case—possible 
evidence that the taxpayer had distributed his for- 
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Privilege 


tune in anticipation of death. When both the physi- 
cian and his lawyer protested that such procedure 
was outrageous and illegal, the Government man 


‘cited Section 820, Paragraph b, Title 111 of the 1926 


law. 

“That provides that ‘whoever’ withholds any 
record with respect to a decedent’s estate shall 
be liable to a fine of $500. The ‘whoever,’ under 
strict interpretation, would include a priest or a 
lawyer. 

“Most judges ordinarily hold that such exchanges 
are confidential, but the very application of the law 
forces defendants to apply to the court for refuge, 
with consequent expense, trouble and notoriety. It’s 
another score which these two professions—lawyers 
and physicjans—hold against New Deal commissars.” 


Jour. M.S.M.S. 

















THE EARLY TREATMENT OF MENTAL DISORDERS 


WINFRED OVERHOLSER, M.D. 


SUPERINTENDENT, SAINT ELIZABETH’S HOSPITAL, PROFESSOR OF PSYCHIATRY, 
SCHOOL OF MEDICINE, GEORGE WASHINGTON UNIVERSITY 
WASHINGTON, D. C. 


We are not very far removed in point of time from the days of the asylum, and even 
from the days when considerable stock was taken in the demoniac nature of mental 
disorder. In the asylum days a wall often literally existed between the asylum and the 
community. The asylum doctors received little recognition from their brethren in the 
community, and the physicians in the community in turn fancied that they had very little 
to do with the subject of mental disease. Mental disorder, in other words, was thought 
of almost entirely in terms of committable “insanity,” or, as it was sometimes called in 


those days, “lunacy.” This attitude was 
fostered by the extremely light touch given 
to the presentation of the subject of psychia- 
try in the medical schools. There were a few 
casual lectures dealing with such general 
topics as “mania” and “dementia,” frequent- 
ly without any clinical demonstrations what- 
ever, and it is therefore readily understand- 
able why the average graduate of a medical 
school even a quarter of a century ago 
looked upon psychiatry as a specialty so far 
removed from the sphere of general medi- 
cine as to be entirely beyond his ken or in- 
terest. The tremendous rise of specializa- 
tion in medicine, with its departmentaliza- 
tion of the human being, exerted a similar 
untoward effect upon a grasp of the princi- 
ples of psychiatry. The humorous definition 
of a specialist as “one who knows more and 
more about less and less” has been all too 
frequently applicable. The cardiologist or 
gastro-enterologist tended to look upon the 
patient as a heart or a digestive tract sur- 
rounded by other tissues, while all too fre- 
quently disorders of other organ systems, 
and, what is fully as bad, disorders of the 
total personality, were entirely overlooked. 


Psychiatric Viewpoint in General Practice 


The ~ successful general practitioner, 
whether or not he realized or professed it, 
had a psychiatric viewpoint, as we should 
term it today. He realized, even if the spe- 
cialist did not, that he was dealing with a 
human being, an individual who not only 
possessed certain organs, but who in addi- 
tion was a social animal, an organism func- 
tioning in an environment made up not only 
of physical objects and their relations, but 
of other human beings, a person with hopes, 
desires, conflicts and frustrations. He was a 
recipient of confidences, knew the problems 
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which faced his patient and recognized their 
importance in the development and treat- 
ment of illness. This is, in essence, the atti- 
tude of the psychiatrist today. He is inter- 
ested in far more than merely those patients 
who require care in a mental hospital; he is 
interested in the total personality, and so 
finds himself closely allied in viewpoint with 
the general practitioner, although interested 
as well, of course, in the findings of all the 
specialties as they affect his patient. The 
general practitioner, in the last analysis, is 
the man who is on the firing line. He is 
the man to whom the patient with personal- 
ity disorders comes first, and what is done 
for that patient later on, whether it be home 
care, Or a consultation with a psychiatrist, 
or treatment in a mental hospital, is for 
practical purposes dictated by him. I have 
already spoken of the concept of the unity 
of the organism. Too often in the past we 
have found that there existed in the minds 
of medical men, as well as of the laity, some 
vague notion of a sharp differentiation be- 
tween body and mind, some of this, of 
course, being a survival of the old theolog- 
ical notions of the separation of body and 
soul. The phrenologists a hundred years 
ago thought they had isolated certain por- 
tions of the brain in which special func- 
tions of the mind resided, so clear was their 
notion of this division between functions 
of mind and the body. Of course it is recog- 
ognized today that the mind is not some- 
thing entirely apart from the body, and that 
there does not exist somewhere in the brain 
a separate and independent entity which 
directs the activities of the body, a notion 
which was fostered by the old functional 


psychology. 
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Bodily Changes from Emotion 


The work of Cannon, Coghill, Dunbar, 
and others, on the bodily changes resulting 
from emotional disturbances, has given a 
death blow to this idea of complete separa- 
tion. It should be mentioned, of course, 
that hysteria and some of the other psycho- 
neuroses had long been recognized as being 
due to mental influences, although their 
mechanisms had been almost entirely buried 
until Freud’s studies cast such light upon the 
unconscious activities. As we look back it 
seems strange that it should have required 
the painstaking work of Cannon and other 
leaders in this field to bring to the general 
consciousness of the medical profession 
the close relationship between emotional 
changes and bodily function, when in every- 
day life we meet numberless evidences of 
this relationship. The effects of fright upon 
the gastro-intestinal tract and upon the ac- 
tivity of the sweat glands, for example, the 
effect of embarrassment upon the capillaries 
of the skin, and so on, are matters of com- 
mon knowledge. That the converse is equal- 
ly true should require little demonstration 
even in everyday life, and is, of course, a 
matter of common experience to the gen- 
eral practitioner. Anyone who has ever had 
a moderately severe coryza will realize, if 
he introspects, the fact that his emotional 
tone was quite decidedly changed by what 
was a comparatively slight physical dis- 
order. The existence of such phenomena as 
febrile delirium merely emphasizes the 
truth of the statement that no physical dis- 
order is without its emotional concomitants. 
Life after all is a continuing process of ad- 
justment to the environment; what we 
choose to call “mental” represents the reac- 
tion of the individual as a whole to his en- 
vironment. In dealing with mental phe- 
nomena, therefore, the environmental fac- 
tors and the somatic state of the individual 
must always be considered; the mind does 
not work in a vacuum. 


Toxic Infectious Group of Mental Diseases 


This preliminary discussion leads us to a 
consideration of a group of mental disorders 
in which the physical groundwork is rela- 
tively obvious; I refer to the so-called toxic- 
infectious group of mental diseases. Deliri- 
ous reactions of one kind or another are per- 
haps the most common type of mental dis- 
order with which the general practitioner 


884 


has to deal, occurring as they do rather 
frequently in the course of febrile disturb- 
ances. They may also be found in the course 
of exhausting chronic diseases such as ure- 
mia and tuberculosis, in malnutrition, pel- 
lagra, and so on, and may be due to exoge- 
nous toxins such as alcohol, lead, morphine, 
barbiturates, and others. In the case of in- 
fections the degree of delirium is not espe- 
cially correlated with the degree of rise of 
temperature. Some individuals remain en- 
tirely clear even though the temperature is 
high, whereas in others a very low degree 
of fever may result in a rather marked de- 
lirious reaction. Here again, as in all dis- 
eases, we are dealing not with the infection 
itself, but with the reaction of the entire 
organism to it. The characteristics of a de- 
lirium are clouding of consciousness, with 
some degree of disorientation; that is, loss 
of recognition of the patient’s relationship 
to time, place and person. There may be 
an early restlessness, headache, sensitiveness 
to light and sound, a feeling of exhaustion, 
and then dreamlike experiences occurring 
while the patient is awake. What goes on 
about the patient is not clearly perceived, 
that is, the consciousness is clouded, and as 
a result various misinterpretations are ex- 
perienced. Later on definite hallucinations, 
frequently of sight, as well as of hearing, 
become manifest, and not infrequently there 
is a rather marked effect of fear. The con- 
dition may go on to a rather wild disturb- 
ance, a marked restlessness (jactitation), 
and sometimes coma and death. 


Prognosis Depends Upon Physical 
Condition 


In general it may be said that the prog- 
nosis in this type of reaction is good and 
that it depends to a very large extent upon 
the progress of the underlying physical dis- 


order. Obviously, in most of these, except 


the most transient deliria, home care is ex- 
tremely difficult and a general hospital is 
usually indicated. All too often, in a gen- 
eral hospital when a delirium supervenes, 
the attending physician is likely to have an 
impulse to send the patient immediately to 
a mental hospital, and this may even be a 
hospital rule. An impulse of this sort should 
not readily be obeyed, for several reasons. 
In the first place, it sometimes happens that 
the mere physical transportation of the pa- 
tient from one hospital to another will have 
an adverse effect upon him. I have person- 


Jour. M.S.M.S. 
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ally known of cases in which the later death 
of the patient could be well attributed to 
the trip, the patient being transported per- 
haps in an ordinary automobile, with the 
attendance, not of nurses, but of ‘police offi- 
cers. In the second place, the duration of 
the disorder may be relatively short, in 
which case the inconvenience, if any, caused 
to the general hospital will be brief. It 
must be admitted that there still remain 
some people in the community by whom ad- 
mission to a mental hospital is considered 
a “stigma.” Although there is no reason 
why nursing care of the same high quality 
as that furnished in the average general 
hospital cannot be provided in the state hos- 
pital, the unfortunate fact remains that in 
some jurisdictions (Michigan emphatically 
excepted) it is not, so that the patient may 
suffer from inferior care as well as “stigma” 
if transferred. In a way, too, such an im- 
mediate transfer is an evasion of responsi- 
bility, and springs from the old notion that 
mental disorder has noth'ng to do with the 
rest of medicine. As a matter of fact, many 
hospitals throughout the country have now 
developed psychopathic wards in which the 
necessary physical accoutrements are pro- 
vided for the proper care of mental dis- 
orders arising during the course of general 
hospitalization. This tendency is one which 
is decidedly on the increase and should be 
encouraged. An additional value of such 
psvchopathic wards is that they tend to 
bring about a closer union of psychiatry 
with general medicine, a union which is 
highly desirable from the point of view of 
the general practitioner, the specialist and 
the psychiatrist. 


Avoid Dehydration 


As for the care of patients suffering from 
delirium, good nursing is of course essential. 
Dehydration is particularly to be avoided, 
and elimination should be aided. At times 
blood transfusion is indicated, as is spinal 
drainage if edema of the brain appears to 
be developing. Large doses of sedatives in 
general should be avoided. Hydrotherapy 
is far preferable wherever it can be used, 
as it promotes elimination and avoids add- 
ing to the intoxication. If mild sedation is 
needed relatively small doses of sodium 
amytal or paraldehyde will prove useful. 
The patient should be prevented from in- 
a himself; the close attention of nurses 
should be provided, and -in addition. a side 
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board on the bed or even in unusual cir- 
cumstances a restraining sheet may be 
necessary. The injuries which the patient 
may inflict upon himself are, of course, not 
inflicted with suicidal intent but are more 
likely to be due to the restlessness and toss- 
ing about of the patient, or on occasion an 
attempt at flight to evade the fearsome hal- 
lucinations from which he may be suffer- 
ing. Finally, in treating cases of this sort 
close attention will of course be given to the 
physical disorder which is at the bottom. 


Mental Disorder and Childbirth 


In this connection a few words may be 
said about the group of mental disorders 
sometimes noted following childbirth, and 
sometimes (though incorrectly) referred to 
as puerperal psychoses. Childbirth, like any 
other physiological process, may serve as the 
precipitating factor in a mental disturbance. 
If infection has occurred a rather typical 
delirium may ensue. On the other hand, 
there are noted from time to time classical 
cases of schizophrenia, or of manic-depres- 
sive psychosis, that seem to have been set 
off by childbirth. The general principles 
that have been laid down above should, how- 
ever, be followed and undue haste should 
not be manifested in sending the patient to 
a mental hospital. A conservative policy 
should be followed, and except in extreme 
cases the patient should at least not be sent 
to a mental hospital before the time at which 
she would ordinarily have been discharged 
from the maternity ward. In cases of this 
sort it will of course be necessary to wean 
the infant promptly upon the development 
of psychotic symptoms, since at times the 
mother may attempt to injure the child. 


Psychological Preparation of 
Surgical Patients 


Occasionally a surgical operation is found 
to precipitate a psychotic outburst, much as 
childbirth may. If the average surgeon 
would only devote a little more attention 
to the psychological preparation of his pa- 
tient, it is safe to say that a considerable 
number of. these occurrences could be 
avoided. Many patients suffer from strange 
misconceptions regarding the procedures 
about to be undertaken upon them, and at 
times the fears and misapprehensions burst 
their bounds. . This is especially true of 
operations on erogenous zones, notably the 
genitalia, the various orifices and the breast, 
which ‘are usually heavily charged with emo- 
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tional value to the patient. The case cited 
by Dr. William A. White, of the young man 
about to be operated for hernia who con- 
fused the hernia with the testes and being 
convinced that his virility was about to be 
impaired by the operation, developed an 
anxiety state, is illustrative of my point. 
Much can be done for the patient’s mental 
health by a brief but frank discussion, and 
by giving him an opportunity to correct his 
misconceptions and dispel his fears. 


Delirium Tremens 


Before we leave the topic of the toxic 
deliria, a few words concerning one type, 
namely, delirium tremens, may not be amiss. 
It is a rather shocking fact that in the 
United States at large the patient with de- 
lirium tremens is looked upon more as a 
criminal than as a person suffering from a 
serious illness calling for a high degree of 
nursing and medical care. In many jurisdic- 
tions, patients suffering from delirium tre- 
mens are specifically excluded from public 
psychopathic hospitals, and all too often 
we find patients of this type thrown into 
cells in. jails and prisons, entirely without 
supervision except from their jailers. Delir- 
ium tremens is a serious condition with a 
death rate which is substantial, and the suf- 
ferer from it is entitled to as good care as 
any other sick person. It may be added that 
recognition is dawning that alcoholism, 
whether or not leading to delirium tremens, 
is far more a problem for the physician than 
it is for the criminal court. The general 
principles relative to support, elimination, 
the avoidance of dehydration and starva- 
tion, apply emphatically to delirium tremens 
as to the other types of toxic delirium. It 
is to be hoped that adequate hospital facili- 
ties will in the future be made available for 
patients of this sort. 


The Organic Group 


Passing now to a somewhat less familiar 
group we come to that series of mental dis- 
orders which appear to be due to organic 
changes in the central nervous system. 
Whether in the nature of neoplasm, inflam- 
mation (such as syphilis or encephalitis), 
or degeneration (the senile and arterio- 
sclerotic group), the general characteristics 
of this group of disorders are irritability, 
rather marked fluctuations of emotional 
tone and mood, decreased efficiency, changes 
in personality and greater or less disturb- 
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ance of memory, particularly for more re- 
cent events. Whatever the type, an early 
recognition of the nature of the disorder 
is highly desirable, notably in the case of 
general paresis and brain tumor. With the 
development of ventriculography and en- 
cephalography the diagnosis of brain tumor 
has been to some extent simplified. It is not 
always easy in the early stages at best, how- 
ever, and sometimes even when diagnosed 
the brain surgeon can do but little. Head- 
aches, the tendency to stuporousness and 
visual disturbances are suggestive of the 
possibility of brain tumor, and in such an 
event the brain surgeon should promptly be 
called in, since the only hope offered in such 
a case lies in surgery. 


Cerebral Syphilis 


Another condition in which early diag- 
nosis is imperative is general paresis, a form 
of syphilitic involvement of the brain which 
may not develop for fifteen or twenty years 
after the initial infection; it is far more 
frequent in syphilitics who have been inade- 
quately treated or wholly neglected, and 
constitutes a forceful argument for the 
early, adequate and persistent treatment of 
systemic syphilis. Fortunately, the medical 
profession is giving great attention nowa- 
days to the problem of syphilis, and the 
campaign has received tremendous impetus 
through the splendid activity of Surgeon 
General Thomas H. Parran of the United 
States Public Health Service. Already the 
widespread campaign against syphilis which 
began during the World War has borne 
fruit in a slight diminution of the incidence 
of general paresis, and I think it fair to say 
that the next 20 or 25 years will witness 
some rather startling added reductions. 
Furthermore, the past 20 vears have given 
us much hope as to the curability of general 


‘ paresis, thanks to the discovery by Wagner- 


Jauregg of malarial therapy. I take a cer- 
tain amount of pride in being connected 
with the institution, Saint Elizabeth’s Hos- 
pital, in Washington, which was the first in 
this country to adopt malarial therapy in the 
treatment of general paresis. It may be 
said in general that the fever therapy of 
this disease has revolutionized our attitude 
toward it and has produced a very substan- 
tial number of cures and in many other 
cases marked improvement. In a series 
studied carefully in Saint Elizabeth’s Hos- 
pital in 1932,° it was found that in those 
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cases which had been sent to the hospital 
within six months or less of the manifesta- 
tion of early symptoms, 80 per cent were 
improved, whereas in the late cases the per- 
centage ran as low as 37 per cent. The on- 
set of general paresis is often, indeed usual- 
ly, insidious, and the general practitioner 
has an excellent opportunity by his alertness 
to secure early treatment for his patient, 
and thus materially increase the chances of 
recovery. I have already spoken of some 
of the general symptoms which may be ex- 
pected, such as loss in efficiency, irritability 
and change in personality. There are cer- 
tain rather characteristic neurological signs 
in addition which should be looked for. All 
too often early cases of general paresis have 
been passed off as “neurasthenia” or “nerv- 
ous exhaustion,” or something of the sort, 
whereas early treatment might have altered 
very materially the outlook of the case. In 
any physical examination the pupillary re- 
flexes should be tested. This is a procedure 
which is not at all difficult, but which is 
frequently highly significant. Irregularity 
or inequality of the pupils, and particularly 
the sluggish or absent reaction to light, 
should arouse suspicion immediately. The 
same may be said of absent or exaggerated 
knee-jerks, of tremulousness of the facial 
muscles and of the tongue, of an inability 
to stand quietly with the eyes closed. If 
any of these signs are found a Wassermann 
of the blood should be taken, a spinal fluid 
test done, and a thorough neurological study 
made. The treatment of a case of this sort 
is far more satisfactory in a hospital, partic- 
ularly on account of the fact that the patient 
suffering from malaria must be cared for in 
a carefully screened room in order to pre- 
vent his being a menace to others in the 
vicinity. A complication in securing early 
treatment is sometimes found in the fact 
that the patients in the early stage are not 
infrequently euphoric and convinced not 
only that there is nothing the matter with 
them, but that they are in much better con- 
dition than ordinary men. There may be, 
therefore, some resistance to hospitalization, 
and occasionally commitment is necessary. 
On the other hand, I am impressed with the 
frequency with which such patients who are 
admitted to hospitals state freely their desire 
to have treatment, and are willing to go 
through with the commitment process if 
that be necessary for admission to the hos- 
pital. 
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The Arteriosclerotic Group 


The early treatment of patients falling in 
the senile and arteriosclerotic group is not 
always easy, and calls for a high degree of 
patience and understanding on the part of 
the rest of the family. Patients suffering 
from arteriosclerosis sometimes show a con- 
siderable degree of irritability, a tendency to 
cry easily, failure of memory and of judg- 
ment, and not infrequently a moderate de- 
gree of depression. These symptoms may 
even precede and very frequently follow the 
epileptiform or apoplectiform attacks some- 
times seen in cerebral arteriosclerosis. Ob- 
viously the prognosis is not especially good 
and the most that can be expected is to de- 
lay somewhat the ultimate outcome by ap- 
propriate hygienic measures. Sometimes the 
patience of the family is entirely exhausted, 
for the patient may become so irritable as 
to make attempts to strike those about him, 
in which case of course commitment is indi- 
cated. The symptoms of incipient senility 
are much more gradual, far less spectacular, 
but equally trying. The tendencies to rem- 
inisce, talk about the “good old days,” to be 
mildly absent-minded and forgetful, are of 
course familiar symptoms of dotage which 
are often met in everyday life. So long as 
they do not progress beyond this point they 
can be rather readily tolerated. All too fre- 
quently, however, as the course of the dis- 
ease progresses, the patient becomes irrita- 
ble, suspicious and rather paranoid concern- 
ing the motives of his relatives, and some- 
times social complications arise. This is es- 
pecially true in the case of elderly men who, 
before reaching their second childhood, ap- 
parently reach a stage which might be 
termed “second youth,” during which con- 
siderable sexual activity may be attempted, 
especially with young children. Cases of 
this sort even leading up to homicide, are 
not unknown, and, of course, call for con- 
trol preferably by commitment to a mental 
hospital. We recognize that most cases of 
this sort are essentially psychiatric problems, 
even though the patient may not be in the 
eyes of the criminal law legally “insane.” 
Other patients develop a delusion of being 
robbed and make frequent complaints con- 
cerning this activity which they allege 
against their relatives. Unfortunately once 
in a while there is a modicum of truth in 
these beliefs! It is my personal opinion that 
less occasion will be given for that delusion 
in the future with the development of old 
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age pensions, and with the realization on 
the part of the family, and perhaps on that 
of the patient too, that his being sent away 
will actually mean a decrease in the family 
income rather than otherwise. Other pa- 
tients become distinctly confused, especially 
at night, and wander about the house or 
even wander away. Sometimes, feeling 
chilly, they light fires in places not designed 
for that purpose, in order to keep warm, 
sometimes thereby endangering the lives of 
others in the house. This disturbance of the 
sleep rhythm may be controlled to some ex- 
tent by sedatives, and some books on psy- 
chiatry even mention the possibility of ad- 
ministering a small dose of whisky in warm 
milk at night as a sedative. The tendency 
of the disorder is to reduce the patient to a 
vegetative level, with incontinence and con- 
finement to bed. The indications for com- 
mitment in the case of senile patients are 
almost entirely social, depending on what 
the resources and the willingness of the fam- 
ily are. The commitment of an elderly per- 
son to a mental hospital should always be 
a matter of serious consideration and delib- 
eration. The uprooting of such a patient 
from his home into an institutional atmos- 
phere all too frequently sets him on a down- 
ward path and results in an early death. 
Commitment therefore should be recom- 
mended only with considerable hesitation 
and when clearly the facilities of the family 
are insufficient to give adequate protection 
to the patient or to those about him. In 
general, resistiveness, marked confusion and 
restlessness, untidy habits, and sexual of- 
fenses may be looked upon as constituting 
indications for hospital care. In some in- 
stances the patient can be cared for at home 
for a considerable period if a conservator is 
appointed for his property; such.patients not 
infrequently exhibit extremely poor judg- 
ment and fall easy victims to sharpers, hence 
this suggestion. 


Organic and Functional 


For purposes of classification the text- 
books of psychiatry usually divide the men- 
tal disorders into two general groups, name- 
ly, the organic, which we have already con- 
sidered briefly, and the so-called “func- 
tional.” The latter term is a dangerous one, 
and tends to deceive the user into thinking 
that he has explained something, whereas 
he has merely said that he knows of no 
definite organic basis. It is more nearly 
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proper to speak of psychogenic disorders, 
that is, disturbances which are primarily 
emotional rather than primarily based upon 
physical dysfunction, although it should al- 
ways be borne in mind that in the psycho- 
genic disorders we very frequently, and in- 
deed almost always, find disturbances of 
somatic function. One of the very com- 
mon psychogenic disorders is depression. 
Ebaugh,* in his studies at the Colorado Gen- 
eral Hospital, found that 20 per cent of the 
consultations requested of the psychiatric 
liaison department were occasioned by cases 
in which depression was the outstanding 
symptom. Mood swings, and indeed rather 
marked upsets of mood, are not at all infre- 
quent in everyday life, but depression, as 
we use the term, indicates a pathological 
swing of emotions on the down side, that 
is, a feeling of sadness, frequently coupled 
with strong feelings of inadequacy, un- 
worthiness and futility, sometimes with an 
admixture of suspiciousness, or petulance, 
or irritability. Accompanying this emotional 
state there are well known physical con- 
comitants, such as insomnia, constipation, 
headache, and a general slowing down of 
physical activity. A considerable degree of 
insight is not uncommon, but the condition 
by reason of the fact that it lacks spectac- 
ular features is very frequently neglected 
and passed off as a “nervous breakdown,” 
a term which has no place in the psychiatric 
lexicon. A sinister feature of depression is 
the possibility of suicide. The patient may 
feel that he is becoming “insane”; he may 
feel completely frustrated, and surrender en- 
tirely by doing away with himself; or he 
may seek escape by means of suicide from 
his imagined persecutors. All too frequently 
we read in the daily papers the account of 
some person who has done away with him- 
self, the account often being followed by 


‘the significant remark that he has been un- 


der treatment for a “nervous breakdown.” 
The unfortunate feature in such cases is 
that had the patient been protected from 
himself the chances are very good that he 
would have recovered from the mental dis- 
turbance which led him to take his life. For 
this reason a particular obligation rests upon 
the physician who is called upon to deal with 
a case of depression to bear in mind this 
very serious possibility. Feelings of self- 
condemnation and of futility are dangerous 
signs, and especially if there is a history of 
previous attempts it is always well to take 
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seriously threats to “end it all.” 
at suicide may occur even while the patient 
is apparently recovering, and are not at all 
infrequent following an apparent rapid im- 
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provement. Many of these depressions 
arise in the home and psychologically are 
linked with situations in the family. For 
that reason a neutral environment, prefer- 
ably that of a hospital, is highly desirable. 
It is unwise to stimulate the patient or to 
drive him to attempt more than he feels 
able to do, since if he makes the attempt 
and fails his despondency is likely to be 
increased. Travel and change of scene are 
of rather questionable value, at least with- 
out a thorough psychiatric study before they 
are prescribed. In a depression the appetite 
is usually impaired, and in deep depressions 
food is sometimes completely refused. A 
case of this sort is obviously a hospital case, 
as forced feeding, particularly by the nasal 
tube, calls for close supervision. In the 
early stages the patient, as has been said 
before, is inclined to have insight, and it 
is sometimes feasible to persuade him to go 
voluntarily to a sanitarium as the means 
of securing for him an environment dif- 
ferent from that of the home, and one in 
which he will be understood. If the patient 
is to be cared for at home close supervision, 
although not too obviously close, is impor- 
tant, as is the removal of tempting methods 
of self-injury, such as poisons, glass uten- 
silus, razor blades and other sharp instru- 
ments. Attention to the physical functions 
is called for, and warm tubs at night are 
particularly helpful in cases of insomnia. 
The use of sedatives should be limited to 
barbital, and only small doses should be 
used, preferably in capsule form. It is 
unwise to leave the prescription of this 
medication to the patient, particularly in 
view of the fact that fatal doses of bar- 
bital have been taken intentionally by sui- 
cidal patients. The use of benzedrine as a 
stimulant and as a means of lightening the 
depression is of rather doubtful value. The 
effects in any event are short-lived and the 
treatment is entirely symptomatic. It is 
questionable whether prolonged psychiatric 
probing is desirable in the acute episode, 
but at times considerable assistance can be 
rendered afterward in giving the patient a 
better understanding of the fundamental 
difficulty. Ebaugh* sums up hospital care 
as strongly indicated, first, if the patient 
is actively suicidal; second, when the en- 
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vironment militates against recovery; third, 
when the patient is in danger of establish- 
ing a stereotyped behavior pattern; and, 
fourth, when the patient becomes a severe 
nursing problem, requiring special attention 
to safeguard health. 


Still Viewed With Suspicion 


Since something has already been said 
about desirability of care in a mental hos- 
pital of this type of patient, a few words 
would seem to be in order regarding the 
mental preparation of the patient for such 
admission. Unfortunately there still ex- 
ists a distinction in the public mind between 
the psychiatric and the general hospital, and 
many patients who would not demur at going 
to a general hospital are likely to object 
very strenuously to being sent to a mental 
institution. This makes the necessity of 
mental preparation all the more urgent, and 
such preparation simplifies greatly the task 
of the physician at the institution. All too 
often the physician or the family deliber- 
ately misleads the patient by telling him 
that they are taking him, for example, to 
a hotel, or that they are going for a ride, 
or by giving some other account which is 
not only not the whole truth but is a delib- 
erate deception. The patient is thus filled 
with a considerable amount of resentment 
against his family and physician after he 
arrives at the hospital and realizes the truth. 
If he is taken to the hospital by the police 
he is very likely to harbor the idea that the 
hospital is a jail. For that reason the wis- 
dom of the use of police, and certainly in 
uniform, is in grave doubt. Muncie and 
Cotton,® in a fairly recent study of this 
problem, ascertained from patients in a 
mental hospital who were questioned on the 
subject, that over 50 per cent of those ad- 
mitted had been given no preparation at 
all for entry to a mental hospital, and that 
the same proportion held whether or not 
the patient had been brought by his family, 
by the police or by his physician. Not 
infrequently if the matter is properly pre- 
sented to the patient he will be willing to 
seek the aid of a hospital. Physicians in 
general practice may well be reminded that 
this form of codperation has effective be- 
ginnings in the adequate formulation with 
the patient of his situation and that such 
preparation benefits the patient directly by 
improving his rapport with the physicians 
in the hospital. Frankness in dealing with 
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patients is almost always desirable, and 
deliberate deception is almost inexcusable. 


Over-Activity 


The symptom picture opposite to that of 
depression is that of excitement, that is, an 
undue physical over-activity. This is not 
infrequently associated with elation, that is, 
elevation of the emotional tone with feel- 
ings of expansiveness and of euphoria. In 
the hypomanic state the patient’s conduct 
shows a change, sometimes sudden but more 
often rather gradual. Although formerly 
sober he may become decidedly alcoholic, 
overtly loose in his conduct, and sometimes 
very much involved financially on account 
of his expansive ideas of business prowess. 
He becomes restless, talkative, over-active, 
and sleepless. Insight is likely to be poor 
and he will be resentful of his family’s au- 
thority. At times moderate use of seda- 
tives, warm baths, rest, and withdrawal 
from business and other activities may hold 
the situation in check, but if not the patient 
will be much better off in an institution. 
There are other forms of excitement which 
are much more dramatic, notably the cata- 
tonic excitement in dementia precox. In 
this, instead of there being emotional ela- 
tion, there is frequently a very marked 
affect of fear with sudden onset of great 
physical activity, often with assaultiveness 
and destructiveness. The so-called “insane 
strength” sometimes referred to popularly, 
is largely an artefact—actually the patient 
is so occupied by his fears and his hallucina- 
tion that he is not distractible by ordinary 
means, even by physical injury. The nor- 
mal desire to avoid physical injury is cloud- 
ed by his mental state, and he therefore 
attacks without paying attention to the at- 
tempts to restrain him. The case of cat- 
atonic excitement is so obviously a case for 
a mental hospital that further mention is 
hardly necessary. It may be added that the 
prognosis in this type is at least fair. The 
reverse of the catatonic excitement is the 
stupor, again sometimes sudden in onset and 
so striking as to be obviously a case to be 
handled only in an institution. The patient 
may become entirely mute, refuse food, re- 
sist all efforts to move him, become in- 
continent and have to be fed by the nasal 
tube. It is sometimes difficult to differen- 
tiate the catatonic form of dementia precox 
from the manic-depressive psychosis which 
has already been described, just as it is not 
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always easy to differentiate the other forms 
of dementia precox, or, as it is frequently 
termed, schizophrenia. 


The Early Schizophrenic 


The early schizophrenic sometimes pre- 
sents a picture not unlike that of a mild de- 
pression or of a psychoneurosis. Where a 
manic-depressive psychosis may be devel- 
oped at almost any age, sometimes following 
a rather definite emotional insult, schizo- 
phrenia tends to occur in earlier years of 
adult life, reaching the peak at about age 
thirty. There is a tendency to seclusiveness, 
to daydreaming and fantasy, to emotional 
dulling and lack of capacity to carry on or- 
dinary activities; to feelings of unreality, a 
tendency to misinterpret, and the develop- 
ment of vague somatic complaints often 
referable to the sexual organs; the conduct 
grows bizarre and not infrequently rather 
active hallucinations, particularly of hear- 
ing, became evident. Often the condition is 
diagnosed as “laziness” and sometimes “dis- 
cipline’”’ is advised! The condition is a 
widespread one, constituting 20 per cent of 
the first admissions to state hospitals. The 
tendency to chronicity is rather strikingly 
illustrated by the figures which were com- 
piled in New York State over a period of 
fifteen years.” It was found that at the 
end of that period 38 per cent were still in 
the hospitals, 25 per cent were dead and 37 
per cent discharged—only one-third, how- 
ever, of the discharged group being con- 
sidered recovered. Some estimate of the 
economic damage done by this type of dis- 
order is illustrated by the statement, quoted 
by Cameron,’ that in Massachusetts the 
annual maintenance cost alone of patients 
suffering from dementia precox in state 
hospitals is $5,000,000. I venture to em- 
phasize these facts because, although it has 


_ long been recognized that early treatment 


is desirable particularly in these cases, at- 
tention has been focussed of late upon this 
group by the development of the new treat- 
ment by means of insulin shock and by 
metrazol. The work of Sakel and von Me- 
duna, who have been developing this form 
of therapy, indicates overwhelmingly that 
the first six months of the disease consti- 
tute the most favorable period for treat- 
ment, and, indeed, that treatment begun 
after the first six months is very much less 
likely to have the desired results. This 


call for early treatment cannot be empha- 
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sized too strongly, for the new types of 
therapy just mentioned, although offering 
possibilities of improvement or cure which 
are probably at least 50 per cent greater 
than those afforded by other methods of 
treatment,”° are still far from being a pan- 
acea. So much publicity has been given 
to these new types of therapy that there is 
no need of detailing them at length at the 
present time, particularly as the fact must 
be borne in mind that they are essentially 
hospital treatments only and not adapted 
for general practice or even for practice in 
a specialist’s office. Although the risk is 
small, it is greatly increased if the treat- 
ment is administered by persons not thor- 
oughly familiar with it. It is too early 
as yet to make any positive statement as to 
the ultimate value of the pharmacologic 
shock therapy. It deserves and is having a 
thorough trial, and there is every reason to 
feel conservatively optimistic. There is, 
however, evidence that the first claims. made 
were over-enthusiastic. There seems to be 
little doubt that it is considerably superior 
to any other method of dealing with these 
diseases that we now have before us. 
Our attitude toward schizophrenia is today 
much less pessimistic than it was even ten 
or fifteen years ago. With the advance of 
the treatment of what was once considered 
almost a hopeless condition, it certainly be- 
hooves us not to be guilty of the accusa- 
tion made against physicians by Francis 
Bacon in his great work, “Of the Advance- 
ment of Learning.” Bacon speaks as fol- 
lows of physicians: “In the inquiry of dis- 
eases they do abandon the cure of many, 
some as in their nature incurable, and oth- 
ers as past the period of cure. Therefore, 
I will not doubt to note as a deficience that 
they inquire not the perfect cures of many 
diseases or extremities of diseases, but pro- 
nouncing them incurable, do enact a law 
of neglect and exempt ignorance from dis- 
credit.” * 


Neuroses, Minor Mental Disorders 


As for the neuroses, the old attitudes are 
fortunately changing, very decidedly, thanks 
very largely to the influence of Freud and 
the light which he and his followers have 
cast upon the mechanisms involved. It is 
recognized today that ‘the neuroses are es- 
sentially minor mental disorders which are 
due to emotional conflict and stresses of the 
environment, most of which are beyond the 
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control of the patient, and, indeed, exist 
largely on the subconscious level. The old 
attitude of impatience which many practi- 
tioners used to exhibit at the so-called 
“chronic neurotic’ is much less in evidence 
today. In the past a good deal of a fetish 
of the acute has been made, the corollary 
being that the chronic is not worth atten- 
tion. As a matter of fact, it may be that 
acute forms of illness are not quite so com- 
mon as is generally thought. In any event, 
the attitude that little or nothing could be 
done for the neurotic, that he is merely a 
nuisance, has been responsible to a very 
large extent for the prevalence of charla- 
tanism, quackery and faith cures—these 
irregular practitioners have at least given 
positive assurance, an assurance which was 
positive as is often the case in inverse ratio 
to the degree of knowledge, and a strong 
suggestion of cure. The neurotic in throw- 
ing himself into their arms has felt safe, 
secure for the time being at least, although 
the amount of damage done by these ir- 
regular pracitioners and faith healers is 
almost incalculable. One difficulty in deal- 
ing with the neuroses by the getieral prac- 
titioner has been that too much emphasis 
has been laid on the physical aspect, and 
the symptoms have been interpreted by the 
physician rather than giving the patient an 
opportunity to describe them and to talk 
about his situation. As a result of the as- 
sumption that the patient who consults the 
physician has an organic condition, many 
conditions which are fundamentally neu- 
rotic but in which many of the prominent 
symptoms may be referred to various or- 
gans have been overlooked. As illustrating 
the faulty diagnosis which is possible in 
approaching the patient from the entirely 
somatic viewpoint, Henry’ states as a re- 
sult of his studies at the Presbyterian Hos- 
pital, New York, that in the psychoneurotic 
group referred to the psychiatric clinic of 
that hospital the average duration has been 
five years, and that yet a previous correct 
diagnosis has been made in only about 8 
per cent of the cases. It is now generally 
recognized that some very definite organic 
symptoms may arise from emotional con- 
flicts, that is, that they may be psychogenic 
in origin. Some conflicts may be entirely 
subconscious but the results are none the 
less real, and it is an error to refer to these 
disorders as “imaginary.” The assurance 
to the patient that there is “nothing wrong,” 
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that they are “imaginary” troubles or that 
he should “forget” them, will not be found 
helpful .at all, but will perhaps drive the 
patient into the hands of some quack who 
promises quick relief. The process of get- 
ting to the bottom of these difficulties is 
sometime a slow one and is often a prob- 
lem for a psychiatrist. Nevertheless, the 
general practitioner will find it helpful to 
the patient to give him an opportunity to 
discuss his symptoms freely and to attempt 
to explore with him the significance of the 
symptoms and the situation which under- 
lies them. In some of these cases a formal 
psychoanalysis is desirable, but it is not al- 
ways essential by any means, and in many 
instances much can be done by relatively 
simple psychotherapeutic interviews. As Dr. 
C. Macfie Campbell well says: “It is the 
physician’s task to account for all these 
symptoms, for their origin and their exploi- 
tation. The world presented to him is the 
world as seen through the medium of the 
patient’s personality, and the nractitioner’s 
task is to study whatever distorting factors 
there are in that medium and to consider 
how best to deal with them.” * 

A good example of a neurosis which is 
generally recognized and which gives very 
striking physical symptoms is the so-called 
“anxiety state.” In this condition, which 
is usually found in tense individuals, there 
are transient attacks of palpitation, precor- 
dial discomfort, perpsiration, dyspnea, 
weakness, giddiness and even fainting. 
These are accompanied by a fear of danger 
from within or a feeling of uneasiness and 
even a fear of death. Noted, too, are easy 
fatigue, a band-like headache, loss of appe- 
tite, feelings of chilliness and clamminess of 
the hands and feet. The condition is some- 
times taken for hyperthyroidism, a condition 
which itself has rather definite emotional 
background. The basal metabolism, how- 
ever, is not increased, the blood pressure 
is usually normal when the patient is asleep, 
and the pulse is not especially accelerated 
except during the height of the attack, al- 
though occasional extrasystoles are found. 
To be sure, it takes time to get at the bot- 
tom of the situation causing so much dis- 
comfort and inefficiency on the part of the 
patient, but it is far better to devote that 
time than to waste effort on glandular 
extracts, large doses of sedatives or other 
empirical prescriptions. Occasionally small 
doses of ‘barbital may be. useful to réduce 
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the tension, and at times small doses of 
tincture of belladonna are found useful in 
the accompanying constipation. Hydro- 
therapy is helpful for its relaxing effects. 
The main attention, however, has to be 
given to psychotherapy. For this not only 
are'time needed and a considerable degree 
of patience on the physician’s part, but in 
addition a close rapport between the patient 
and the physician. The difficulty in estab- 
lishing such a rapport in any system in 
which the physician is assigned to a patient, 
or in which the patient has not a free hand 
in his selection, is obvious. Many other 
types of neurotic disturbance will easily 
come to your mind, but the point is that 
many of them are treatable, that they can 
be helped, if only the psychiatric nature of 
the disturbance is recognized and an intelli- 
gent approach along psychotherapeutic lines 
attempted. 

It is clear that we have mentioned only 
a small proportion of the types of psychiat- 
ric problems which arise in the course of a 
general practice. So many situations occur- 
ring in such a practice have psychiatric im- 
plications that Dr. Edward A. Strecker,° 
one of the outstanding psychiatrists in this 
country, has given it as his considered opin- 
ion that in the first ten years of a physician’s 
general practice it is likely that not far 
from 75 per cent of his practice will be 
essentially psychiatric. He includes in this 
not only the frank neuroses and the neu- 
rotic implications of organic disease, but the 
psychiatric problems arising during conva- 
lescence, situations in which one is likely to 
be confronted either by an undue impatience 
to recover or else an undue tendency to cling 
to disabling symptoms. Then, too, one must 
mention the psychopathological conditions 
occurring in childhood. We come back, 
therefore, to the proposition that the suc- . 


_cessful practitioner is and must be to a 


very considerable extent engaged daily in 
the practice of psychiatry. The day of 
specialism is passing, at least that type of 
specialism which has been so exclusive as 
to omit consideration of other factors than 
those related to the particular organ under 
discussion. The general practitioner has 
always stood out as the physician who 
thought of his patient as a unit, as a total 
organism. This is likewise the psychiatric 
concept. The psychiatrist is interested, not 
in taking the place of the general practi- 
tioner, but in reinforcing his efforts and in 
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cooperating with him in the development 
of a wider application of the concept of the 
total organism. 
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THE LIE DETECTOR: 


ITS HISTORY AND DEVELOPMENT* 


JOHN A. LARSON, M.D., Ph.D. 
DETROIT, MICHIGAN 


Regardless of much publicity there are no machines which detect lies, despite the vari- 
ous models of polygraphs on the market sold for the purpose of examination of suspects. 
Unfortunately, practically all of the authoritative and original scientific data are not 
available to the public but are. confined to the proper scientific vehicles, none of which has 
been contributed by the personnel of the various State Police Departments or police labor- 


atories now active. 


In other words, much of the material is being dished out through 


rewrite men to various magazines and newspaper reporters. 


Most of the lay operators naturally are 
unfamiliar with the basic principles involved 
and are widely exploiting “Machines.” They 
write chiefly for popular magazines or the 
newspapers and most of the articles are un- 
scientific and uncritical, concentrating chief- 
ly upon attempts to have “lie detector’’ rec- 
ords forced into judicial procedure without 
having any idea of the actual validity of 
the methods. 

In one annual report, secured from a 
police department, among the various re- 
sults were four cases of mental disease 

diagnosed from the polygraphic records. 

What results have been achieved then 
and what is the practical value? These ques- 
tions certainly cannot be answered by the 
experiments of laymen alone, even if cap- 
tains, directors of training schools or labora- 
tories, or graduates in law. 


The type of “lie detector” being used 
most frequently today and giving the best 
results is some type of polygraph, Lee, 
Keeler, Darrow, Stoelting, et cetera. This 
type of apparatus now on the market does 
not allow the accurate quantitative measur- 
ing of blood pressure and most of the oper- 
ators are incapable of actually measuring 
the blood pressure or evaluating) the cardio- 
vascular circulatory status of the subject. 
Since there has been no fundamental addi- 
tion in the test as used by state police of- 
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ficers, by Keeler and his students from the 
test procedure as devised by the writer in 
1921, this will be discussed for the purpose 
of orientation and of understanding the 
slides to be shown. Apparently there is 
much controversy as to who invented what 
and many absurd claims made. Actually, 
no one invented anything. The original 
contributions consisted in the selection and 
utilization of apparatus and principles in 
use for years in physiological, psychological 
and clinical laboratories. Experiments were 
conducted and gradual minor modifications 
of apparatus made. Of the chaotic popular 
literature and many claims by pseudo- 
experts and of all the physio-chemical pos- 
sibilities of approach, we are interested 
chiefly now in the actual investigations re- 
ported in the scientific literature dealing 
with physio-psychological research, not with 
the emotions alone but with actual applica- 
tion of deception tests and not with arm- 
chair speculation. Since the publicity at- 
tendant upon specactular cases, about every 
type of instrument and measurement of 
psycho-physical reactions has been suggested 
by someone in some newspaper write-up, 
and possibly one or two subjects tested. 
What are the trends and the reported re- 
sults by qualified investigators? The entire . 
literature has been surveyed in two books: 
“Lying and Its Detection” by Larson with 
Haney and Keeler, University of Chicago 
Press, 1932; and “The Lie Detector Test” 
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by Wm. Marston, Richard R. Smith, New 
York, 1938, now released. The former is 
technical in nature and the latter admittedly 
written in popular style for the public. 


We are especially concerned with the 
writings or early experiments of Lombroso, 
Jung, Munsterberg, Benussi, Marston, Lar- 
son, and now recently and indirectly with 
the works of Luria, H. E. Burtt, Edwards, 
Miles, Keeler, Darrow, Renshaw, and Hig- 
ley as far as refinement of technic and im- 
provement of apparatus is concerned. The 
genesis of the present method and apparatus 
may be listed for convenience as follows: 


1. The practical application of the word- 
association reaction time method with es- 
pecial application to guilt or innocence and 
complex situations is focused about the pio- 
neer work of Jung and Munsterberg. Its 
limitations were summarized in a rather hu- 
morous survey of the literature in this field 
by Wigmore in the Illinois Law Review, in 
1909. This method as far as originally ap- 
plied has fallen chiefly by the wayside except 
for the recent work of Crossland of Oregon. 
The literature in this field is voluminous as 
far as psychological studies are concerned 
but only of secondary interest in medico- 
legal work. 


2. Lombroso, contrary to rather recent 
popular accounts, actually took pulse trac- 
ings which showed relative pressure or cir- 
culatory changes of suspects being tested 
as to innocence or guilt as early as 1881. 


3. Benussi, in 1914, published experi- 
ments in which respiratory, inspiratory- 
expiratory ratio changes were found to be 
diagnostic of lying. These were later re- 
peated by many others with varying results, 
including H. E. Burtt, Marston, Landis. 


4. Marston is probably the best trained — 


layman in the field who has applied clinical 
methods to the detection of deception. He 
secured his M.A. in Psychology at Harvard 
under Munsterberg, a pioneer in legal psy- 
chology in this country. He also has a 
degree in law, and a Ph.D. in Psychological 
Physiology from Harvard Medical School. 
Although he published original experiments 
in psychological and legal journals in con- 
nection with association and reaction time 
his chief original contributions to the crim- 
inological field were in connection with the 
so-termed “Systolic Blood Pressure Marston 
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Deception Test.’ His early experiments 
convinced him that deception was accom- 
panied by an increase in systolic pressure. 
He took readings at definite intervals. This 
was his original contribution as published 
in psychological and criminological journals 
prior to 1921. More recently he has in- 
cluded the technic essentially as used by the 
writer and polygraph operators. 


5. Larson’s experiments—the Berkeley 
“he detector.”—Marston, in his very recent 
book, gave Larson the rather dubious credit 
for the police adoption of the deception test. 
“Dubious” because oversold by the enthusi- 
astic backing of Vollmer and spectacular 
result of Larson’s three years of routine 
police experiments, against his reiterated 
admonition non-medical men, relatively un- 
trained psychologists, police officers, and 
others are buying machines, grinding out 
records without the faintest concept of what 
it is all about. After disregarding his ob- 
jections and ploughing headlong into dif- 
ficulties, they then run to the speaker ex- 
pecting that he can miraculously extricate 
them from their difficulties. Still refusing 
to heed his warnings, they attempt to force 
tests into judicial procedure and rationalize 
their lack of experience and necessary train- 
ing by empirically excluding formal training 
in the basic medical and clinical sciences as 
being unnecessary. 


Feeling that Marston’s discontinuous 
method, although reported very satisfactory, 
was inadequate, the writer devised a test 
method for routine testing which has re- 
mained essentially unchanged whenever so- 
called polygraphs are used, the various 
changes being mechanical in character. The 
principles made use of were described in 
psychological and criminological journals be- 


ginning in 1921. The factors made use of 
consisted of: 


1. Continuous record of respiration— 
much simpler than Benussi’s. 


2. Reaction time and association words 
included in questions or alone in studies of 
complexes. 


3. Continuous modified plethysmographic 
and blood pressure curve by the Erlanger 
modified method. 


4. Quantitative measurement of systolic 
and diastolic blood pressure as indicated by 
Marston in modified form. 


5. Time curve secured by a chronoscope. 
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Of the above factors incorporated in the 
test, the only one up to this time indicated 
by Marston in the scientific literature was 
number four, but it was the impetus of his 
work that suggested practical possibilities 
to the writer. The unique feature number 
three was adopted in modified form from 
Erlanger’s method of determination of blood 
pressure. This was selected in preference 
to the use of galvanometers of all types 
for several reasons. Previous to the ap- 
plication of this technic by the writer, there 
were no actual cases showing these graphic 
records in deception tests published as far 
as can be ascertained. Likewise, there were 
no records of tests shown combining the 
other factors. The records were called 
by the writer cardio-pneumo-psychograms. 
They were simultaneously used in the study 
of all complexes and as modified psycho- 
analytic procedure. 

The procedure was simple and as follows: 


1. Permission was secured in writing. 

2. A record of breathing and Erlanger 
sphygmomanometer were secured without 
any questions. 

3. Indifferent questions were given, to 
be answered truthfully and by “yes” or 
“no.” These were so selected that an in- 
correct answer was obvious. 

4. Crucial association words or questions 
were then given. Finally it was decided to 
use questions and for important reasons not 
to alternate indifferent with crucial ques- 
tions. 

5. The subject is then requested to re- 
verse the answers to all of the questions. 

6. Systolic and diastolic pressure are 
taken by a separate sphygmomanometer, 
auscultatory method. 

Chief Vollmer cooperated and was al- 
ways enthusiastic. At first, old physiological 
apparatus was used in the University of 
California. Later, a more compact apparatus 
was assembled for the writer by Earl 
Bryant. In 1923, the apparatus was sim- 
plified to an inked polygraph by Bryant. 

The advantages of the continuous graphic 
method of registration are manifold, being 
objective, permanent records which can be 
filed as a part of the investigation. Since 
this work with the ink form of’ polygraph, 
there have been many types of polygraphs 
and electrical machines advertised as “lie 
detectors.” 

While in California, a high school stu- 
dent, Leonarde Keeler, observed some of 
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the Berkeley experiments and assisted in 
photographing a few records and on one 
trip when the writer gathered records of 
various types of patients at an institution 
for the feeble-minded, Keeler began actual 
testing of cases for Vollmer, in 1924, in 
Los Angeles. Interested in manufacturing 
a polygraph after working with Professor 
Edwards and Miles in California, he finally 
patented a polygraph and released it on the 
market about 1927. A very active operator 
in the field after securing his A.B., he has 
devoted his life to this type of work. He 
has placed polygraphs and trained many in- 
vestigators. Some of them are in operation 
in the State Police Departments of Penn- 
sylvania, Indiana, Michigan, Rhode Island. 
The operators, Funk, Kooken, and Mulbar, 
in the first three states are especially en- 
thusiastic. Michigan began routinely using 
the polygraph about 1934. These depart- 
ments and Wichita report a high degree of 
success, confirming the previous findings of 
the writer in Berkeley and Illinois. Keeler 
has established an extensive commercial 


service for the banks and commercial houses 
of Illinois. 


The first marked change in the technic 
was made by Chester Darrow in his photo- 
polygraph. Here he incorporated galvano- 
metric tracings and the tremographs of 
Luria. Although Darrow has not worked 
with the problem of deception in criminol- 
ogy, he pointed out experimentally that the 
respiratory and blood pressure curves show- 
ed more variation with emotional stimuli 
than the psychogalvanometric tracings. He 
is especially interested in the relation be- 
tween the two types of registration, blood 
pressure and galvanometer, in the study and 
attempted differentiation of clinical types. 
He calls this ratio an “autonomogram.” 
Recently, he has reported a method for the 
quantitative determination of the various 
types of blood pressure by a continuous 
method and plans to incorporate this with 
his photopolygraph. This has not been pos- 
sible with the Keeler polygraph. About the 
same time, Higley and Renshaw of the De- 
partment of Psychology at Columbus devised 
a modification of the Erlanger method. Hav- 
ing used the chief forms of the present 
polygraphs now in use, including the Keeler, 
for some four years, the writer prefers the 
Lee type for ordinary criminological work 
and the Darrow where the operators are 
sufficiently trained. 
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Luria’s method of the study of emotional 
changes by the study of neuro-muscular 
change of tone is very simple and useful. 
This has been applied chiefly to personality 
studies and not so much to the determina- 
tion of innocence or guilt per se. This 
method should be used with the polygraph. 


Some thirty-two slides of the historical 
development and_ illustrative cases were 
shown. This material included summary 
tables of psychiatric, police, court, and 
prison cases. The following points in the 
summary were discussed with the appro- 
priate slides, 


Summary 


1. The present status of deception tests 
or the use of so-called “lie detectors’ is 
one of extreme chaos. 

2. Much of the difficulty is due to the 


fact that laymen are using the most com- | 


plicated clinical instruments of precision and 
are often making impossible clinical diag- 
noses. 

3. Too much attention is being focused 
on the exploitations of machines for profit 
with no understanding of the basic scientific 
or ethical principles involved. 

4. Attempts are inadvisedly being made 
by enthusiastic experts to force this technic 
into court usage very prematurely. 

5. Conducted by a suitably trained staff 
which must include a clinician, deception 
tests may be invaluable in service, first in 
the primary investigation as an adjunct only 
after securing their permission to the pres- 
ent methods of cross examination and, sec- 
ondly, in Court clinics and private labora- 
tories as a part of psychiatric technic in 
modifying psychoanalytic procedure. 

6. Even with the present unscientific ap- 
plication in which the technic is used by 
many as a psychological third degree, there 
has been a marked increase in the clearing 
up of cases. 

7. There is a tendency on the part of 
academic investigators to over-emphasize 
the results of demonstrations or the use of 
deception tests in artificial situations. Lying 
about indifferent situations especially in 
front of audiences of students and reporters 
has no significance whatsoever as far as 
the results of such experiments are con- 
cerned and the evaluation of the occur- 
rences working on the firing line in actual 
cases. 

8. No apparatus diagnoses deception but 
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merely painful complexes which must be 
differentiated as in any differential medical 
diagnosis. There is no disturbance graphic 
or in quantitative physiologic terms specific 
for deception. 

9. All deception tests should be a part 
of an analysis of the crime setting integrated 
with each individual personality analysis. 
Neither medical nor criminological training 
alone is requisite but a combined staff con- 
sisting of the investigators, the examiner 
ideally with legal psychological training, and 
a psychologist and licensed physician or a 
forensic psychiatrist. These last three named 
should be present throughout every ex- 
amination. 

10. Because of the errors of interpreta- 
tion, and these have been found to be large, 
a deception test alone should never be used 
as court evidence. If incorporated as a part 
of a psychiatric examination, the test rec- 
ords alone should never be used as indica- 
tive of guilt or innocence. 


11. An experiment is now under way 
in which the validity of the test method as 
to innocence or guilt is concerned. This in- 
cludes a correlation of the subjective cues 
of the investigators, the interpretation of 
the records and the physiologic responses 
when lying about a crime on the firing line 
or in police situations. 


12. During some seventeen years of per- 
sonal experience, the writer has never had a 
suspect “booked” or released from custody 
relying upon a deception test alone. In one 
criminal case, Federal, the writer was up- 
held by the court in refusing to comment 
upon the findings of a deception test. He 
testified with Keeler before a court in Wis- 
consin where it was felt that the suspects 
were innocent, but refused to participate in 
the attempt to introduce “lie detector” find- 
ings in the Kirkland case of Indiana. He 


. refused to test defendants in a domestic re- 


lations case for a Chicago court. He was 
cross examined in a civil suit case as to the 
innocence or guilt of Kuhn when examined 
as to extortion. 


13. The objection that the fear of the 
innocent, anger of the innocent, experiences 
in crime, nervousness and mental disease 
may vitiate a deception test need not inter-' 
fere with the securing of positive results. 
These factors naturally can interfere and 
the extent of this is dependent upon the 
clinical experience of the examiners. Good 
or superior intelligence has not been found 
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to interfere. Mental deficiency may or may 
not, depending upon the individual setting. 

14. When many suspects are tested, it is 
often difficult to differentiate the specific 
guilt reaction. In one case in which sixty- 
two suspects were examined by the writer 
and a trained clinical criminologist, using 
the Keeler polygraph, there were many dis- 
turbances. The type of polygraph makes 
but little difference. A group of nine, most 


of whom were clinical psychologists, includ- 
ing four whom the writer would qualify as 
experts in this field, showed wide diver- 
gence. The percentage of records selected 
as being guilty varied from 8 to 52 per cent. 
The most accurate interpretation was by a 
clinician who had never seen a deception 
test or records from such. The highest per- 
centage of error was among those most 
familiar with the procedure. 





THE MEDICO-LEGAL ASPECTS, OF THE POLYGRAPH 
OR “LIE DETECTOR”* 


LOWELL S. SELLING, M.D., Ph.D. 
DETROIT, MICHIGAN 


The “‘lie detector’ brings up in all of its essence the problem of expert testimony by the 
medical man before the criminal courts. It requires a highly specialized technic for 
its operation and yet the machine itself is very simple. I do not think that at the present 
time there is any likelihood of using a simple piece of apparatus as factual testimony 
per se but it can be used largely as supportive testimony in the hands of the expert. ; 

I have been very much interested in this problem of using the polygraph,.the photo- 
polygraph, or the reflexohmeter in the Court, because of the fact, for one reason, that, as 


far as I am able to ascertain, I am the 
only one in Michigan who has testified 
about the use of this machine under ex- 
amination and cross-examination in a crim- 
inal case. This case was a commission hear- 
ing under the 1937 Act No. 196 which pro- 
vides for the incarceration of a sex deviate 
in a hospital rather than in a penal institu- 
tion. 


In this case our examination showed prob- 
abilities but was by no means conclusive. 
The individual had been arrested three times 
on sexual charges but denied his guilt on 
all occasions. The testimony against him 
was largely that of very young boys, al- 
though in one instance, at the time of his 
last arrest, the police found him in the com- 
pany of two small boys in a field even 
though they were not committing an anti- 
social act. Had we been willing to go on 
his record alone, the fact that he had two 
previous convictions might have justified 
us in assuming right off that he was a sex 
deviate. In examining him psyq hiatrically 
we found the usual feelings of inferiority 
on a sexual basis, the idea that he was im- 
potent, and a very deep mother attachment 
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which, in our experience, are pathognomonic 
in sexual offenders of certain kinds. It was 
our opinion, therefore, from the mental pic- 
ture which he presented, that in all likeli- 
hood he was a marked:sex deviate and 
came under that law. However, this was 
an opinion based purely upon our examina- 
tion. There is no definite scientific evidence 
in the literature, by way of reported fact, 
that a mother attachment or feelings of 
inferiority do give rise to pedophilic tenden- 
cies, although in our extensive experience 
in the Clinic we are inclined to believe in 
a very definite causal relationship. The man 
willingly went on the lie detector, as so 
often patients do who think that they can 
fool the examiner, and gave a typical lying 
record. 

His lawyer wished to put up as good 
front as possible and demanded a jury hear- 
ing on this man’s sex tendencies; he cross- 
examined the three physicians in the case 
extensively, keeping each of us away from 
the other two until our testimony was com- 
pleted, and naturally, since the facts which 
we had elicited were known to all of us, 
our testimony hung very closely together, 
although we may have emphasized different 
points. When I was called on the stand I 
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mentioned the fact that this man had been 
run on the polygraph as conclusive evidence, 
since my mind was practically made up on 
a basis of the psychiatric findings and I felt 
that his guilty polygraph record with par- 
ticular emphasis on sexual interests was im- 
portant. 


Importance of Examining Apparatus 


I think here is probably where the great- 
est value of the polygraph rests today. It 
can be used as a piece of examining ap- 
paratus the same way that in our physical 
examination we use the opthalmoscope and 
stethoscope. From it the Clinic has already 
been able to confirm its previous idea about 
a case derived from history and psychiatric 
findings, even though a patient would not 
admit his guilt. In many cases this is very 
important because if the man can be gotten 
to admit his guilt, and he can express him- 
self about some of the mechanisms involved 
in his case, treatment can be instituted. 


However, as I learned from my experi- 
ence in this case, there are a number of pit- 
falls into which the physician can trip. It 
is too often forgotten by physicians that 
expert testimony is opinion testimony, that 
there is no reason at all for giving the facts 
behind the opinion except that no jury, and 
probably no judge, is likely to weigh the 
unsupported opinion of an expert on one 
side as being very significant against the 
testimony of the expert on the other side 
who produces his records, gives the reasons 
for his conclusions, with such objective or 
laboratory findings that he might have 
which he can present simply enough for the 
jury or the judge to understand. The value 
of the polygraph, therefore, in court would 
depend upon the ability of the physician 
himself and the use to which he has put 
the machine. 


The ability of the physician is predicated 
upon his training, his experience, his thor- 
oughness, and the background upon which 
he has built his knowledge of the piece of 
apparatus or the technics which he has used. 
The psychiatrist who testifies on the stand 
that he asked a lot of questions but cannot 
repeat the questions, or point out in what 
direction his questions were leading, is in- 
deed handicapped when his confrere, who 
is either on the other side or is acting as 
court psychiatrist, can bring down a tran- 
scribed question and answer record which 
was taken through a dictaphone and which 
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describes in great detail the delusions and 
bizarre ideas of the defendant. 

When using the polygraph, therefore, it 
is necessary for the physician to qualify 
himself as being an expert in its use. Now, 
this does not mean that he must be the 
technician who puts ink in the needles and 
turns the current on and off for the paper 
to pass over the traction roller, but it does 
mean that he must be able to observe the 
way that the record is being taken, to know 
that all the scientific precautions are being 
taken such as concealment of the instrument 
from the eyes of the patient, blocking out 
of outside auditory stimuli which may be 
of great importance, particularly on the 
photopolygraph which records so extremely 
sensitively the patient’s reaction to extrane- 
ous sounds and sights, and such knowledge 
can only come from considerable experience, 
not only with this apparatus but with all 
physiological apparatus. As a matter of 
fact, in our Clinic, insofar as we can do it, 
we insist upon exact scientific surroundings. 
We cannot, of course, obtain a soundproof 
room but we do keep our door closed and 
we give the patient sufficient time to be- 
come accustomed to his surroundings. We 
use other precautions, but these will serve 
to indicate some of the very elementary 
considerations which may confront the ex- 
pert if he is not careful and not properly 
trained, and which he may disregard to his 
sorrow. 


Qualification of the Expert 

The second place where the expert must 
have special knowledge in order to be quali- 
fied to testify, or even to use this equip- 
ment as a technic for verifying other find- 
ings, is to have a thorough medical and psy- 
chological as well as psychiatric background. 
To the layman, and by the layman I include 
the non-medically trained police officer, fluc- 


tuations of the blood pressure recorder in 


the polygraph, and more particularly in the 
photopolygraph in the form of Traube- 
Hering waves due, as you know, to respira- 
tion, may very often give the idea of great 
tension or lying by the patient. These fea- 
tures of the record the expert physiologist 
can immediately rule out with a glance. 

I do feel that the physician should always 
be in the room while the record is taken 
and the long distance diagnosis which we 
hear about when the equipment is used by 
the police smacks somewhat of the Abrams 
electronic devices about which we heard so 
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much a decade or so ago, for without see- 
ing whether the patient moved at the time 
that the so-called lie was recorded, observ- 
ing a change in attitude toward the machine, 
or studying his attitude toward the ques- 
tions, the record is worth nothing. To the 
trained psychiatrist who has had a good 
deal of experience with a piece of apparatus 
of this sort, it is very often possible to diag- 
nose an impending mental breakdown not 
so much from the record but from the con- 
duct of the individual while the record is 
being made. 


Occasional cases have been reported to 
us where policemen and others have at- 
tempted to diagnose schizophrenia or ar- 
teriosclerosis from these records. There is 
nothing in the literature as yet to indicate 
that such a diagnosis can be made. Dar- 
row,’ in Chicago, has showed certain ten- 
dencies in the records of psychotics. He 
has not ruled out their presence in normal 
individuals. 

A physician, then, is not likely to make a 
psychiatric diagnosis on a basis of photo- 
graphic or paper record when he can see 
the man right in front of him, but if he 
does see a record that is typical of findings 
such as those that Darrow considers sug- 
gestive, and he has all of the clinical symp- 
toms in addition, he is in a good position to 
express an opinion to the jury and the ma- 
chine offers some supportive information. 
When qualifying a doctor to testify on the 
lie detector, I do not believe that we are 
ready as yet to set up definite standards. 
It must certainly be true that those of us 
who have used this machine more frequent- 
ly than others, who have a background in 
medicine as well as in physiology, are more 
likely to be conservative and are more likely 
to have fallen into the various traps which 
open for the unwary at one time or another 
before being subjected to cross-examination. 
Such an expert can admit frankly without 
damage whether he knows a certain fact or 
whether he does not, and he can give rea- 
sons for his belief by citing previous cases 
which have been verified either by confes- 
sion or by some clinical material obtained 
from other sources and icin with the 
polygraphic findings. 


Lie Detecting Device as a Check 


What are the possibilities for using this 
type of apparatus in a medico-legal situa- 
tion? This certainly is a scientific device 


Octoper, 1938 


which has been used for various purposes 
for a number of years. Even its “lie detect- 
ing” properties have been thoroughly 
analyzed by Dr. Larson.’ In the hands of 
Verne Lyon, of the Juvenile Court, in Chi- 
cago, it has been most useful as an ancillary 
to the usual examination procedures. 
Lyon’s use of this equipment is the same 
as ours in the Clinic, merely to bear out the 
findings of other types of examination. It 
is conceivable, and, as a matter of fact, 
within the realm of our own experience, for 
the findings on this apparatus to prove to 
us that results of other kinds of examina- 
tions have been erroneous and to point out 
the need to check back. 

This was particularly true in a recent case 
which we examined in the Clinic partly be- 
fore sentence, partly after sentence. The 
patient was unwilling to go on the machine 
but for the purposes of research we were 
very anxious to make a thorough study of 
him. Through the cooperation of his lawver 
and we must say that the lawyers of De- 
tro‘t have been almost one hundred per cent 
cooperative with us when we want to use 
this equipment—we were able to get him to 
submit to an examination. The record on 
the photopolygraph which we used in that 
case showed a great deal of emotional 
apathy. It was the opinion of our examiners 
that this man might psychiatrically be a 
schizophrenic, but during the trial the ques- 
tion of schizophrenia was never raised al- 
though the question of the man’s insanity at 
the time of committing the crime was. At 
that time, there was the usual difference of 
opinion among the psychiatrists. One side 
maintained in answering a_ hypothetical 
question that the man was mentally sick and 
the other side maintained that the man defi- 
nitely was not legally insane at the time that 
he committed the crime. 

After seeing the photopolygraph record, 
and after observing him psychiatrically as 
well as making a number of other tests, we 
were of the opinion that legally, perhaps, 
this man would not qualify as being insane. 
Yet he was very definitely a schizophrenic 
as far as his internal mental mechanisms 
were concerned. This case points out a use 
of the machine in diagnosing borderline 
conditions. 

We make a diagnosis of myocardial in- 
sufficiency or of valvular disease of one 
sort or another through our usual clinical 
facilities, and the electrocardiograph permits 
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us to be very much more definite, to predi- 
cate our treatment directly upon the symp- 
toms shown in a fixed record. In this way, 
in dealing with mental traits, both the poly- 
graph and the photopolygraph are extreme- 
ly useful. 

It is necessary to distinguish between the 
extra-mechanical use of this equipment and 
use dependent upon its mechanical preci- 
sion. The extra-mechanical use consists in 
convincing the suspect that he will be caught 
telling a lie, or, if he refuses to submit 
to the tests, that there will be a strong sus- 
picion that he is lying. To this use I do not 
think any physician can subscribe. First of 
all, it means that we must convince our 
patient that the machine is infallible and I 
am sure that we will all admit that it is 
not infallible and that perhaps by itself it is 
not even directly diagnostic. 

The second extra-mechanical use depends 
on the type of questions which are asked. 
In the case which I have just recapitulated 
briefly the man insisted upon having the 
questions read over to him, demanded that 
they be so reconstructed that he could an- 
swer them “yes” or “no” without commit- 
ting himself as to whether he had any 
vicious ideas at the time of committing the 
crime, and in that way he removed a great 
deal of the complexes which would exist 
in his mind when the question was asked, 
thus showing a diminution of responses on 
the record. 

The mechanical use of this equipment 
differs with the type of machine that we 
use. Electrical equipment which depends 
on the changes in skin resistance used in 
the reflexohmeter and the psychogalvanic 
device in the photopolygraph registers 
changes in resistance due to fear or tension 
in which the hands perspire imperceptibly 
and change a record which is similar to that 
of the electrocardiograph. 

Another means of testing complexes, the 
existence of which may be even unknown 
to the subject, is the response time test such 
as those made by Jung and Kent and Rosan- 
off where a word is given to the subject and 
he is timed to see how long it takes him to 
associate another word with it and whether 
he gives an unusual response. This we can 
also test on the photopolygraph. There is a 
third type of equipment on this machine 
which permits diagnosing conflicts which 
has to do with the individual attempting to 
move his hand and respond to the question 
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at the same time, so that strong emotion 
will give a very marked manual deviation in 
the record which we take from the fingertip. 


All of these physiological changes are 
very important if we are going to devise 
treatment means in a clinic after conviction 
to show us into what part of the mind we 
must dig in order to bring the unhealthy 
thoughts into the open for therapeutic pur- 
poses. 


Contraindications to Use of Lie Detector 


I might mention in brief some of the pit- 
falls which exist in handling this machine. 
One of them is very frankly the danger of 
putting an individual on such a machine if 
he has a weak heart or if there is a tend- 
ency toward an epileptic attack. It was 
only recently that a defendant was brought 
into our court and passed into a syncope 
merely because of the court situation and 
next day died. This was due to a coronary 
occlusion of some sort apparently but we 
can readily see that if we had put him on 
the machine he would have been even more 
likely to have passed away. 


One last word of warning: In order, 
then, that a man may testify or even use 
the machine with fairness in a court situa- 
tion, it is my firm belief that he must have 
experience with the machine and experience 
with the criminal. He must know when the 
man is merely reacting to criminal training 
when he refuses to go on the machine and 
is not necessarily guilty. He must be enough 
of a physiologist, as I indicated before, to 
be able to interpret the record. He must 
be enough of a psychiatrist to interpret the 
type of response at the same time that the 
record is being made. 


This is an even more important complex 
situation with the photopolygraph which 


. records all sorts of bodily changes, than 


with the “lie detector” of the older type. 
These qualifications do, I think, eliminate all 
but licensed physicians as operators, and 
perhaps even a physician would do well to 
think twice about expressing himself in re- 
gard to a record or the machine itself. 

I should like very much to thank the 
medical profession who have cooperated so 
well in the past in the use of this equip- 
ment and all of our clinical problems, and 
also the legal profession, many members of 
which have shown a great understanding in 
the work of the clinic, not only in the use 
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of this equipment but also the equipment for 
testing drivers in our Traffic Division. 
Without their help we cannot expect to ad- 
vance science so that courts will be able to 
cure criminals rather than merely sentence 
them. If we do not attempt to cure them 
they will be returned to society in as dan- 


gerous shape as they were at the time that 
they committed their crimes. 
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DESENSITIZATION TREATMENT IN SKIN DISEASES* 


GEORGE L. WALDBOTT, M.D. 
DETROIT, MICHIGAN 


If a guinea pig is made sensitive to egg, its uterine muscle removed and suspended in 
a water bath and if egg is then added to the bath, a marked contraction of the muscle 
takes place, indicating that the uterine tissue has been sensitized. After this reaction, the 
muscle will not contract for a short time if egg is again added to the bath. It has tem- 
porarily acquired a state of protection against the egg, a state of non-reactibility, called 
anti-anaphylaxis. This phenomenon can readily be observed with other organs in addi- 
tion to the smooth muscle, such as the brain substance, the cornea of the eye and the skin, 


where the reaction is not that of a muscular 
contraction but an urticarial wheal. In fact, 
the whole organism of a guinea pig which 
has recovered from anaphylaxis following 
a sublethal dose of antigen has acquired 
such a protection that it will subsequently 
tolerate a much stronger dose than one 
which ordinarily would be fatal. Upon this 
fundamental experiment is based the so- 
called desensitization treatment, sometimes 
also designated hypo-sensitization treatment, 
since in man complete desensitization is said 
not to be possible. 

If applied to the treatment of allergic dis- 
eases, particularly of allergic skin diseases, 
the problem of course becomes much more 
complicated than in an experimental animal. 
The reasons for the difficulties lie in the 
following facts: 1. In all allergic diseases 
there is usually more than one antigen in- 
volved and it is often extremely difficult 
to determine which are the primary sensi- 
tizing antigens and which are of minor sig- 
nificance. 2. The skin lesion is usually 
more or less continuously affected by the 
invading antigen, not only through surface 
contact but also through absorption through 
the respiratory or gastro-intestinal tract. 
Thus the quantity of antigen cohtinuously 
reaching the skin tissue may interfere with 
the formation of a temporary state of pro- 
tection. 





_*Read at the meeting of the Michigan State Medical So- 
ciety, Section of Dermatology, as part of the symposium on 
allergic skin diseases, 1936. 
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The subject of desensitization treatment 
may best be illustrated by referring to a 
phenomenon which is occasionally encoun- 
tered. An injection of horse serum, of 
typhoid vaccine, of milk, an acute infectious 
disease, an injection of iron or of any other 
foreign material may in one case result in 
considerable improvement of the existing 
allergic dermatosis, in the other case in a 
marked aggravation, sometimes even in 
death. We can readily understand this 
peculiarity if we consider the instance of 
an injection of pollen extract in a hay-fever 
patient with pollen dermatitis. This may 
serve the purpose of an illustration best 
because, as a rule, we are dealing with a 
known dose, with a rather well known de- 
gree of sensitivity in the patient and usually 
with only one primary dominating antigen, 
the pollen. Let us assume the patient’s sen- 
sitivity is such that 30 units is the upper 
limit at which a dermal wheal can be pro- 
duced without a generalized reaction. If 
this patient were given 40 units he would 
suffer an aggravation of his dermatosis and 
generalized symptoms, such as_ sneezing, 
asthma, hives. If he were given 3,000 units, 
very severe symptoms would be encoun- 
tered, possibly even a fatality. On the other 
hand should he be given an injection just 
below his threshold of 30 units, the skin le- 
sion would in all likelihood improve and 
through further injections his system would 
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acquire such a protection that the 3,000 
units would no more harm him. In other 
words, with different doses of the same an- 
tigen we may cause considerable improve- 
ment or great damage. The production of a 
generalized reaction should, therefore, al- 
ways be taken as an indication that smaller 
doses with the same material will be thera- 
peutically successful. 


Indications 


Besides prophylactic treatment there are 
two indications for desensitization: First- 
ly, to build up a more or less permanent 
resistance against those antigens which can- 
not be fully eliminated from our surround- 
ings. I am referring to pollen, fungi, house 
dust, cotton or, in the case of infants, to 
the most important foods, namely, milk and 
eggs. 

The second indication is the relief of an 
acute allergic skin lesion regardless of 
whether or not the antigen can be elim- 
inated. Whether we are dealing with an 
acutely exacerbated contact dermatitis of 
the poison ivy type, an atopic eczema, or a 
fungus: infection, one to two injections of 
the main causative antigenic agents is likely 
to bring considerable, if not full, relief very 
shortly, provided that the right antigen is 
administered at the proper dosage. In this 
manner the skin lesions behave exactly like 
the nasal lesions of a hay-fever case which 
can easily be controlled by a properly dosed 
injection of pollen extract. This treatment 
should be carried out very cautiously, since 
a slight overdose may aggravate the condi- 
tion considerably ; on the other hand, a dose 
below the amount required is ineffective. 


Mode of Treatment 


The most successful mode of desensitiza- 
tion is by hypodermic injection, since it 
permits the control of the amount of antigen 
which enters the system and which reaches 
the allergic tissue. This control is not pos- 
sible if desensitization is attempted by 
mouth or by other routes. In oral desensi- 
tization with foods for instance, some of 
the ingested antigen is often eliminated with 
the feces and thus not fully absorbed. A sub- 
sequent amount and based on the previous 
dose administered ingested may, therefore, 
act as an overdose. Furthermore, new irri- 
tations in the gastro-intestinal tract may be 
set up and develop into additional allergic 
foci. I found this to be particularly strik- 
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ing in cases of food sensitivity in which the 
offending foods had been given by mouth 
in gradually increasing doses. By produc- 
ing repeatedly local wheals on the skin with 
the most strongly reacting foods, consider- 
ably better results are obtained. 

Whether injections are given subcutane- 
ously or intradermally seems to be of little 
moment. In co-seasonal pollen treatment 
in approximately fifty hay-fever cases, 
Freshman and I’ obtained the same percent- 
age of relief in two groups of patients in 
whom the injections were made subcutane- 
ously and intradermally, respectively. A 
definite advantage with intradermal injec- 
tions is the fact that local reactions are 
more superficial and that thus the dose for 
subsequent treatments can be gauged more 
easily. Furthermore, in intradermal injec- 
tions it is easier to avoid accidental punc- 
ture of venules, which is the source of the 
most common and most severe generalized 
reactions (Waldbott and Ascher’). 

Topical desensitization has been attempt- 
ed in case of contact dermatitis, particularly 
in poison ivy. If local baths of the affected 
skin areas with increasing concentration of 
a solution of the offending antigen are 
given, the doses reaching the skin lesion 
can be properly controlled. This method 
may prove to be of special value in con- 
tact dermatitis due to dyes and other chem- 
icals in which no hypodermic desensitization 
is possible. 

Another type of topical desensitization is 
the application of cold water, ice, and heat 
in gradually increasing doses as recommend- 
ed by Duke. This is a very definite aid in 
the management of all types of allergic dis- 
eases, particularly of urticaria and contact 
dermatitis, in which heat and cold sensitiza- 
tion plays an important part. 


Types of Antigens 


In desensitization by hypodermic injec- 
tions proper, three groups of antigens can 
be distinguished which act differently in 
their biologic response. Strangely enough, 
the effect of injections with these three 
types of antigens parallels remarkably well 
with the common classification of allergic 
skin diseases. They are the atopic antigens, 
the contactants of the poison ivy type, and 
antigens of micro-organisms. 

The first group of antigens are the ones 
most widely used in all allergic diseases. 
Their chief exponents are the pollens. This 


Jour. M.S.M.S. 





SKIN DISEASES—WALDBOTT 


group comprises practically any antigen of 
the inhalant or ingestant type. The re- 
sponse of the lesions takes place within %4 
to 1 hour after the injection. Excessive 
doses or accidental puncture of venules lead 
to reactions which closely resemble the pic- 
ture of acute anaphylactic shock in animals, 
namely, sneezing, generalized hives, wheez- 
ing, etc. 

The second group are the contactants, 
particularly the plant oils. As a rule one 
or two injections are necessary and a bene- 
ficial response of the lesions may take place 
immediately. An excessive dose may bring 
on an immediate reaction which is char- 
acterized not by urticaria or by other al- 
lergic symptoms as is the case with pollen 
or serum injections, but by an aggravation 
of the epidermal lesions, usually a bullous 
or vesiculo-papular eruption. These anti- 
gens lend themselves particularly well to 
prophylactic purposes. Those most com- 
monly used in my practice are poison ivy, 
the oil extracts of pollen or leaves of the 
most common hay-fever plants and of 
chrysanthemum and primroses; further- 
more, wool, silk and cotton oils. Accord- 
ing to Blumenthal these materials lend 
themselves also to oral desensitization. 

The third group are the antigens of the 
bacterial type; their main exponent is tu- 
berculin. Bacterial vaccines and fungus 
extracts appear to behave in a similar man- 
ner. It is true, there may be an immediate 
local or general response of the type 
seen after pollen injection. But, as a 
rule the local or general reactions usually 
reach their maximum effect after a 12 to 
15 hour interval. While an overdose may 
also result in a temporary aggravation of 
the lesions, the generalized reaction usually 
assumes the picture of a more or less 
marked infectious disease characterized by 
fever, glandular swelling and a localized 
inflammatory irritation as evidenced by 
swelling and pain at the site of injection 
(Waldbott*). Just as the course of an in- 
fectious disease may produce a temporary 
immunity, a generalized reaction with bac- 
terial antigen usually results in considerable 
relief. The most important one of this 
group, in the use of skin thee is the 
trichophyton and oidomycin extract, which 
I have found to be very helpful. If this 
treatment is unsuccessful, it suggests that 
the fungus lesion may be complicated by 
secondary sensitization or it may have 
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arisen aS a superimposed infection upon a 
previous allergic or contact dermatitis. 


Choice of Antigen 


For immediate relief I found it useful 
to select any antigen to which a marked 
skin reaction has been obtained. Even after 
a single application of skin tests we fre- 
quently notice marked improvement with- 
out additional therapy if some of the skin 
reactions had been strongly positive. It is 
the production of a local wheal by hypo- 
dermic injection which is to be desired, no 
matter what antigen is used. For preven- 
tive and curative purposes, however, only 
those antigens should be selected which 
are of primary clinical significance. For 
their evaluation both the intradermal and 
patch tests are of less importance than the 
history, the clinical observation, and thor- 
ough knowledge of the patient’s surround- 
ings. 

In selecting the antigens one should re- 
member that certain dyes, drugs and other 
chemicals are of necessity dangerous and 
cannot be injected into the system. While in 
allergic eczema of infancy and early child- 
hood the food factor is more prevalent than 
the other antigens, it is well to bear in mind 
that in adult eczemas the relationship of 
foods to epidermals and pollen parallels 
closely that in asthma and other allergics. 
The significance of pollen as a common pri- 
mary cause of chronic eczema as well as 
of contact dermatitis can be explained if 
one considers two features paramount in 
the production of allergic phenomena, name- 
ly, periodicity and continuity of contact. 
Periodically for several months of the year 
there is a prolonged absorption of pollen 
through the respiratory mucous membranes 
throughout days and nights, a feature which 
is in contrast with the mode of absorption 
with other antigens, particularly of food. 


Technic of Treatment 


It is impossible to give a set schedule 
for treatment in any one case. Each dose 
should be individualized on the basis of the 
following considerations: (1) The extent 
and acuteness of the local lesion; (2) the 
degree of individual sensitivity to the re- 
spective antigens; (3) the local and gen- 
eral response to previous injections; (4) 
the time interval between injections. 

For immediate relief it is best to give 
very small doses at more frequent intervals 
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with very little if any increase (Waldbott 
and Ascher*). If more permanent protec- 
tion is desired larger doses are essential. 
In general it is desirable to raise a wheal 
at the site of injection with the smallest 
possible dose of antigen. The extent of 
the local swelling, the improvement or 
the aggravation of the lesion should 
determine the subsequent dose and _ in- 
terval between injections. It is danger- 
ous to continue to increase the doses if too 
marked a local reaction persists from a 
previous injection. On the other hand, if 
there is little or no swelling the time inter- 
val should be lessened, the doses more rap- 
idly increased, or the case should be re- 
investigated, since the antigen given may 
not be of primary importance. Elimination 
of as many sensitizing antigens as possible 
should be carried out at the time of treat- 
ment. If contact with certain antigens con- 
tinues either through inhalation, ingestion 
infection or through local contact the doses 
should be considerably reduced, as the com- 
bination of both injections and natural con- 
tact may act as an overdose. 


Avoidance of Reactions 


Reactions are either due to an overdose 
or due to accidental puncture of venules. 
Reactions due to an overdose are always 
preceded by the rapid appearance of a 
wheal at the site of injection, from where 
the general symptoms are likely to spread. 
They are harmless even with excessive over- 
dose, since the application of a tourniquet 
and small injections of epinephrin will re- 
sult in prompt relief. 

However, accidental intravenous injec- 
tions or back-seepage of antigen into an ac- 
cidentally punctured blood vessel are fraught 
with great danger. While there is no defi- 
nite means for their prevention, the fol- 
lowing precautions can be recommended: 
careful selection of the site of injection in 
order to avoid veins; repeated withdrawals 
of the plunger before injections in order to 
look for evidence of blood, watching the 
site of injection for bleeding and giving 


epinephrin in 1 to 2 c.c. doses immediately 
upon the slightest evidence of intravenous 
reaction, namely, within a few seconds after 
the treatment. 


Failure of Treatment 


The most common reasons for failure of 
desensitization treatment are either insuff- 
cient doses, overdoses or too intensive treat- 
ment, improper choice of the causative an- 
tigen and simultaneous presence of other 
allergenic factors. In a simple ringworm 
infection, for instance, there is often also 
present a probably acquired allergy to foods, 
epidermals and others. Frequently, the re- 
verse is true, namely, that eczema and con- 
tact dermatitis will supersede a skin infec- 
tion brought on by fungi or by bacteria. 
Thus, I have repeatedly encountered fail- 
ures in poison ivy dermatitis with treatment 
of the poison ivy extract until oidomycin 
was added to the injections. In a recent case 
of contact dermatitis due to phenylendia- 
mine a staphylococcus infection had super- 
vened which promptly cleared up after one 
dose of a specific vaccine was administered. 

In some of the more complex atopic skin 
lesions in which several intradermal and 
patch tests gave strongly positive reactions 
the lesions could not be controlled until four 
to five different antigens had been admin- 
istered. 


Summary 


In summary, may I state that desensiti- 
zation therapy in allergic diseases should 
be highly individualized. It is not fully de- 
void of danger. The results depend on 


thoroughness, intuition and skill of the 

physician and cooperation of the patient. 
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MANAGEMENT OF CIRCULATORY FAILURE* 


LOUIS M. WARFIELD, M.D., F.A.C.P. 
MILWAUKEE, WISCONSIN 


Within the past few years two demonstrations have been of prime importance in the 


elucidation of the mechanism of circulatory failure. 


These two are, first, the demon- 


stration of the chemical mechanism of muscle contraction, and second the interdepend- 


ence of blood volume changes and the shock syndrome. 


These are two epoch-making 


discoveries to which no one man’s name can be attached. 


A discussion of the management of circulatory failure could. not have been intelli- 
gently carried on without the knowledge gained from the two demonstrations. 


This is not to be a discussion of heart 
failure in the usual sense of the phrase, 
although in any discussion of the circula- 
tion the heart cannot be ignored. 

I call to your minds that the left ven- 
tricular heart muscle is made up of in- 
numerable scrolls of fibres in turn made 
up of syncytium of myriads of heart muscle 
cells. There are no end plates of. nerve 
fibres and there is specialized nerve-muscle 
tissue which ramifies all over the heart 
muscle. Up to within recent years, patholo- 
gists have been trying to tell us the cause of 
death in heart failure by examining the 
cells with the microscope. People died of 
heart failure yet no specific changes were 
discoverable in the hearts. 

The heart muscle must have O2, glucose 
and insulin in order to perform its work. 
The mechanism of contraction is compli- 
cated. Suffice it to say for our purpose that 
a substance called phosphocreatine is an im- 
portant component of the muscle and in the 
presence of Oz, glucose and insulin breaks 
down. The heat liberated produces lactic 
acid from glucose and resynthesizes the 
phosphocreatine. The lactic acid is carried 
to the liver, where it is synthesized into 
glycogen, which is the source of glucose. So 
the circle goes on in health. We have learned 
that the heart holds on to its muscle gly- 
cogen, from which glucose is formed, so 
tenaciously that all other organs may be de- 
pleted before the heart. Further we have 
learned that the most common cause of 
dilation of the heart is lack of sufficient 
oxygen. At 9 vol. per cent the heart dies. 
The heart is also very sensitive td lactic acid, 
five times more sensitive than skeletal 
muscle, so that any excess of lactic acid in 
the blood reduces the function of the heart, 
and leads eventually to cessation of beat. 





*Read before the Upper Peninsula Medical Society. 
Octoser, 1938 








At every systole from 80 to 100 c.c. of 
blood are thrown out under considerable 
pressure into an already filled series of ves- 
sels. This blood distends the arch of the 
aorta and during cardiac diastole the recoil 
of the elastic aorta and large vessels keeps 
the blood moving towards the capillaries. 

There are two fundamental laws of heart 
muscle which should never be forgotten. 
One is Bowditch’s law that the heart re- 
sponds to any stimulus with a maximum 
contraction at the moment of stimulus. The 
beat may not be forcible if the muscle has 
just contracted and is in a more or less re- 
fractory state, but it is maximum for the 
muscle at that moment. The other is 
Starling’s law, which is that the strength of 
a contraction of muscle is dependent upon 
the initial length of the fibre. In other 
words, the strongest contraction will be pro- 
duced by the muscle which is stretched to 
its physiological limit. If stretched beyond 
that point chemical changes take place which 
preclude the return to a former normal 
state. 

The force of the heart depends upon ade- 
quate diastolic stretching of the heart 
muscle fibres. We have long known that 
the beat following a premature ventricular 
systole is so strong that the blood pressure 
of that beat is far above the usual blood 
pressure and the patient often feels a sensa- 
tion like a kick in the chest. This is be- 
cause the lengthened diastolic pause causes 
increased filling and stretching of the muscle 
fibres. This is an illustration of Starling’s 
law. It is evident then that sufficient venous 
return flow from the periphery to the right 
side of the heart is essential for adequate 
circulation. A state of affairs where in- 
sufficient venous return flow failed to dis- 
tend the ventricles would result in a more 
rapid heart rate (in order to maintain cir- 
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culating blood) with a lessened stroke 
volume. If less and less blood returns 
from the periphery, there will finally come a 
point when there is not enough pressure 
to maintain coronary circulation, anoxemia 
of the heart muscle results, dilation takes 
place and the organism dies. He has bled 
into his own dilated peripheral vessels. 


For years surgeons have talked about 
shock and much experimental work has been 
performed in an effort to explain the cause 
of shock. Most authors now call shock the 
“shock syndrome.” It is generally admitted 
that the primary condition in the shock syn- 
drome is loss of blood volume. Moon puts 
it well when he writes: “The shock syn- 
drome results from a disparity between the 
volume of blood and the volume capacity 
of the vascular system.” Or as Meakins 
and Long stated in 1927, “Circulatory fail- 
- ure may be defined as a state in which the 
volume of blood circulated per unit of time 
is not adequate for the physical needs of the 
patient.”” We must keep in mind the im- 
portant distinction between total blood 
volume and effective blood volume. Natur- 
ally the only portion of the circulating blood 
which keeps the vital centers alive is the 
actual effective blood volume. We have 
known for years that there are large areas 
in the body, storage depots, where the blood 
can stagnate or flow so slowly that it is of 
no use to the organism. In such storage 
depots the capillaries and minute arterioles 
and venules hold large quantities of blood. 
Such areas are the large splanchnic area, 
the liver itself, the sub-papillary capillary 
plexus of the skin and the lungs (the last 
under pathological cond'tions). In the shock 
syndrome certain changes are constantly 
found in the body. These are decreased 
blood volume, that is concentration of blood 
in circulation, decreased blood chlorides, de- 
creased venous pressure, insufficient venous 
return flow. 


Let us see now if all these conditions 
do not occur in so-called heart failure in 
various severe infections. If you go to your 
textbooks for help when you have a case 


of infection with rapid heart, you will find: 


the recommendation to give digitalis in 
order to stimulate the failing heart. As a 
consequence every hospital intern (there 
may now be exceptions) gives some “heart 
stimulant” to every patient whose pulse sud- 
denly begins to beat rapidly. I submit that 
the heart does not fail, it is folly to attempt 
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to stimulate it. What happens is that the 
peripheral circulation collapses. 


Let us take acute peritonitis as an illus- 
tration to prove our point, as this disease 
has been studied experimentally by many 
investigators. Ten years ago Usadel stated 
flatly that in purulent peritonitis the heart 
did not primarily fail but due to vasomotor 
dilation of splanchnic vessels the patient 
bled into his own vessels, there was insuffi- 
cient venous return flow and _ insufficient 
stroke volume. Mall many years ago showed 
that the pressure in the ligated portal vein 
following electrical stimulation of the in- 
testines was higher than arterial pressure. 
Some have labeled the intestines the periph- 
eral heart. Now, when meteorism begins, 
a sudden change for the worse takes place 
in the circulation and in the general condi- 
tion of the patient. Histamine-like  sub- 
stances, produced by the action of bacterial 
toxins upon cells, cause increased capillary 
permeability, in consequence of which fluid 
which should remain in the blood vessels 
transudes into the tissues, causing edema. 
This decreases the volume of blood in cir- 
culation and the oxygen-carrying surface at 
a time when the body needs all the oxygen 
it can get. The venous return flow to the 
right heart is lessened. The body must 
have oxygen, so the heart speeds up its rate 
with a smaller stroke volume. The heart 
actually becomes smaller than normal be- 
cause it is not stretched during diastole by 
a normal amount of blood. As the infec- 
tion becomes more severe there is further 


‘transudation into the splanchnic area and 


then into the lungs. Now the heart is wear- 
ing itself out beating against little pe- 
ripheral resistance and with a decreasing 
amount of return flow. Finally the circula- 
tion pressure is not sufficient to nourish the 
heart itself through the coronary arteries. 


Now the heart dilates due to anoxemia (lack 


of oxygen) and the patient dies. His heart 
has not failed until just before death. 
Every doctor knows what a powerful or- 
gan the heart is and what an enormous re- 
serve lies within it. Then how can a pre- 
viously normal heart fail after a few days 
illness when it can beat at 120 to 140 beats 
a m‘nute for months? We never stopped 
to apply the knowledge gained by the phy- 
siologists and the experimental pathologists 
to the problem and we never stopped to rea- 
son the matter out. Usadel further says that 
the preservation and stimulation of the in- 
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testinal movements must be viewed as one 
of the chief demands in the handling of 
peritonitis cases. “Every attempt to still 
the intestines caused by fear of increased 
toxin absorption or spread of the illness 
to other parts of the peritoneum in the light 
of the important influence of intestinal 
movements upon the circulation of the intes- 
tine, can be looked upon only as harmful.” 
This is so-called secondary shock, which is 
not confined to surgical conditions, but 
which occurs in every serious infection or 
infectious disease. The principles which 
underlie the reduction of blood volume, the 
blood concentration, the loss of blood chlo- 
rides, the lessened venous return flow are 
common to all infections of whatever nature 
—hacterial, protozoal, fungal, or viral. 

Let us take another common disease about 
which there has been no end of dispute con- 
cerning the failure of the heart and the use 
of digitalis, viz.: pneumonia. 

There was a time until quite recently 
when a fierce war of words, backed with 


many figures and experiments on both sides, , 


was waged by those who believed in giving 
digitalis and by those who did not believe 
in its value. The great prestige of the 
Rockefeller Hospital lent its weight to the 
digitalis users. To many of us, however, 
there seemed no logic in its use. Years ago, 
in 1896, Romberg and Paessler showed that 
in violent pneumococcus infections experi- 
mentally induced in animals, the heart was 
not functionally below par. Since then 
Porter and his associates showed that nor- 
mal hearts perfused with pneumonic blood 
were just as functionally active as hearts 
perfused with normal blood. Histological 
examination of the hearts of those who died 
of pneumonia have failed to reveal any evi- 
dence of specific injury to the muscle cells. 
On the contrary every case of severe pneu- 
monia (pneumococcus or other bacteria) 
shows, at autopsy, edema of all tissues, 
cloudy swelling of all cells and edema of 
lungs. What do these tissue changes mean? 
Fluid has transuded from the blood into the 
tissues due to the damage to the capillaries 
by the histamine-like substances produced 
by the bacterial toxins on tissue cells. In- 
deed the capillary damage is lat times so 
severe that blood passes out into the tissues. 
Petechial hemorrhages are common autopsy 
findings. In other words, serious blood 
volume changes have taken place, venous 
return flow is lessened, diastolic filling is 
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decreased, stroke volume is reduced, rapid 
heart results and finally anoxemia of heart 
muscle causes dilation and death ensues. 
Only recently it has been shown by some 
workers in New York that pneumonia does 
not bring on heart failure unless the patient 
is already suffering from heart disease. 

More and more workers believe that pe- 
ripheral circulatory collapse and not failure 
of the heart is responsible for the appear- 
ance of heart failure long believed to be the 
important point. It will not be long now 
before sections on treatment in textbooks 
will be revised. 


Treatment 


From what has been said the only logical 
treatment for failing circulation in infec- 
tions is to keep the heart filled with blood, 
to keep adequate diastolic filling. This is no 
simple matter. If there is a specific anti- 
serum such as we have in diphtheria or in 
pneumonia Type I, the administration of 
this neutralizes the toxins, capillary dam- 
age ceases, fluid rapidly re-enters the cir- 
culation and normal conditions become es- 
tablished. However, we have very few spe- 
cific serums so we must resort to indirect 
means. 


The most obvious way is to make use of 
gravity by elevating the foot of the bed. 
Obviously this is not feasible in all infec- 
tions, particularly pneumonia. To this can 
be supplemented bandaging the legs from 
the ankles to the hips. This may increase 
the circulating blood volume, as the legs 
hold from % to 1 liter of blood. Next we can 
use oxygen by the nasal catheter method. 
This is rational in all severe infections for 
the reasons given above. From 4 to 6 liters 
per minute should usually be sufficient, but if 
there is cynaosis of finger nail beds it should 
be given in amount sufficient to dispel the 
cyanosis. Oxygen reduces high tempera- 
ture, slows the pulse and gives the patient 
a chance to make his own antitoxin. 


The next important procedure to keep up 
blood volume is to give fluids intravenously 
in sufficient amount. A normal adult loses 
about 3 liters of fluid per day by kidney 
secretion, by skin evaporation and by res- 
piration. Water balance must be conserved 
and chlorides must be balanced. Both de- 
hydration and hypochloremia are serious 
conditions. We should give normal saline 
and hypertonic glucose. Normal saline alone 
has the disadvantage that it leaves the cir- 
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culation through the damaged capillaries 
and further increases tissue edema. The 
hypertonic glucose tends to draw water 
from the tissues into the capillaries. Ideally 
we should use a fluid which has a colloid 
content so that it will remain for some time 
within the circulation and assist in main- 
taining blood volume. Such a fluid is blood. 
Blood transfusions are not of therapeutic 
value because they introduce good blood but 
because they increase blood volume. There 
is no danger of dilating the heart as the 
heart is actually contracted. Half a liter of 
citrated blood may be given at one sitting. 
The number of transfusions will depend on 
the severity of the case. 

One other colloid substance may be used, 
that is acacia solution. This appears to be 
of more value in wound shock with hemor- 
rhage than in the shock syndrome of acute 
infections. 

Lastly, there are drugs, not heart-stimu- 
lating but peripheral stimulating drugs. 
Digitalis was the textbook recommendation. 
I have said that digitalis is not the drug to 
use principally because there is no heart 
failure. Randolph believes digitalis is inef- 
fective, indeed it may be injurious in pneu- 
monia. He believes that the peripheral cir- 
culation collapses, the heart does not fail— 
Wollheim showed that digitalis decreases 
blood volume. Perry says, “Experimental 
and clinical observations suggest that in the 
majority of cases of lobar pneumonia both 
the vasomotor center and the myocardium 
suffer little damage and yet the patient dies 
of circulatory failure, failure at the periph- 
ery.” He does not use digitalis. Niles 
and Wyckoff at Bellevue Hospital proved 
to their satisfaction that the use of digitalis 
in pneumonia was not only useless but ac- 
tually harmful. Harrison says, “The use of 
digitalis in persons suffering from _ pe- 
ripheral circulatory failure or shock can 
not be too heartily condemned. Un- 
fortunately many physicians still persist in 
assuming that the tachycardia and feeble 
pulse are manifestations of cardiac weak- 
ness and continue to give the drug to such 
patients, who can only be harmed by it.” 
Cole of the Rockefeller Hospital has re- 
cently written, . we have discontinued 
the routine use of digitalis (in penumonia), 
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employing it only under conditions, such as 
auricular fibrillation, where it would ordi- 
narily be employed, even though no pneu- 
monia were present, and then in exactly the 
same manner.” 

The drug which I have found most effi- 


cacious is strychnine. It has been demon- 
strated that it increases blood volume, stim- 
ulates oxidative processes, increases phago- 
cytosis and very probably decreases capillary 
permeability. In the condition we are con- 
sidering a drug with such actions should be 
valuable. Professor Von Jagic says that he 
found strychnine the most efficacious drug 
in the peripheral collapse of influenzal pneu- 
monia. It should be given in doses of 1/30 
to 1/15 grain (2 to 4 mgs.) hypodermic- 
ally every 3 to 4 hours at the first sign of 
peripheral failure. 

Other drugs which seem useful are pitres- 
sin and adrenalin. The former has a more 
prolonged action, the latter has almost too 
evanescent an action to be useful except 
where one wishes a quick circulatory re- 
sponse. The dose of pitressin is %4 to 1 c.c. 
hypodermically. The dose of adrenalin, 
1:1000 solution, is the same. 

We are still awaiting the ideal drug to 
combat peripheral circulatory failure. Pos- 
sibly the biochemists will some day discover 
such a drug. Until we have such a drug 
we must make out with attempts to increase 
blood volume, to reduce capillary permeabil- 
ity and to constrict the terminal vessels so 
that the patient will not bleed to death into 
his dilated vessels. 

Summary 


Enough evidence is brought forward to 
prove that the so-called heart failure in 
acute infections is actually the shock syn- 
drome where blood volume changes are the 
important factor. 

Due to insufficient venous return flow the 
heart speeds up its rate in order to main- 
tain the circulation. The important thera- 
peutic procedure is to increase the circulat- 
ing blood volume so that there may be ade- 
quate diastolic filling. Measures are dis- 
cussed which have proved useful in treat- 
ment. 
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FREDERIC SCHREIBER, M.D., and AAGE NIELSEN, M.D. 
DETROIT, MICHIGAN 


PUNCH CARD CODE FOR CLASSIFICATION OF 
CRANIOCEREBRAL INJURIES 


A satisfactory classification of craniocerebral injuries is made difficult by the great 
variation in the clinical, pathological, anatomical and etiological factors involved in each 
case. A comparison of cases depending on the presence or absence of skull fracture is 
not of great value, since the intracranial damage is not taken into consideration in such 
a system. Since the exact intracranial pathology can only be determined at autopsy, 
a strictly pathological classification is inadequate because most patients survive and the 


exact pathological lesion is never known. 

A classification of craniocerebral injuries 
is here proposed based on all the known 
findings and symptoms. A code sheet has 
been prepared on which the objective and 
subjective data are checked when the patient 
is discharged. This information is then 
transferred to a special business machine 
card by punching the proper columns. It 
is not necessary to own any apparatus, since 
the cards can be punched from the code 
sheets and analyzed at intervals by experi- 
enced commercial operators for a nominal 
sum. 

Whenever any information is desired 
from the series of coded craniocerebral in- 
jury cases, the properly punched cards are 
put through a sorting machine which groups 
the cards in a few moments. Another ma- 
chine tabulates the desired cards by name 
and number, so that the corresponding hos- 
pital records may be gotten out and studied. 

On the following page is a copy of the 
code as used in various hospitals. 

The following is a partial analysis of 500 
cases of head injuries hospitalized at the 
Detroit Receiving Hospital in the four 
months ending March 31, 1938. The punch 
card classification was used although the 
hospital does not own any punch card ap- 
paratus. It will be seen that the informa- 
tion obtainable is not only of a general sta- 
tistical nature but affords a means of study- 
ing individual comparative case reports, 
since any record desired can be readily sort- 
ed out of the whole series of head injuries. 


Partial Analysis by Punch Card System of 
500 Cases Admitted at Receiving 
Hospital—December 1, 1937, 
to March 31, 1938 


The largest number of cases admitted oc- 


curred during the month of January, 184 
cases, 


The age group 21-40 with 181 cases 
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Name 
Date 


Case Number 


Service 

Bes es A 

Dicxae ed B 

: ee es 

| ee D 

ee E 

Cae F 

Serre G 

Pee os cee H 

_ Seen I 

_ Mpipeanee J 
Date of Admission 

| ener Year 

| Month 

ere Days in Hospital 
Race 

Ri cau White 

AOE Colored 

‘eee Miscellaneous 
Sex 

ee Male 

AE Female 
Age Groups 

ee Up to 5 years 

| ee 6—10 

11—20 

SG cceae 21—40 

. 41—60 

Orsccke 61 or over 
Etiology 

ee Automobile 

ee Falls 

Pincave Penetrating Foreign 
Bodies 

Ri ewie Sharp Instruments 

Deseo Blunt Instruments 

Baaceae Fisticuffs 

Sere Birth Injury 

Bok kcce Miscellaneous 

ee Unknown 
Condition 

ae: Dazed 

TR Restless 

i PIE Maniacal 

— Stuporous 

Disa k Unconscious 

Bees Shock 

” eee Alcoholic Breath 
Symptoms 

are. Headache 

+ rae Dizziness 

: eee Vomiting 

ere Irritability 

Diis cay Cyanosis 

Os sca Apnea 

Paves Stertor 
Visible Lacerations 

Beekece Scalp 

ee Frontal Brain 

K eae. Parietal Brain 

Regusave Temporal Brain 

ere Occipital Brain 

Sissies Cerebellar Brain 
General Cerebral 

aoe ae Amnesia 

Reticirs Character Change 

eee: Incontinence 
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of Patient 


Code for Craniocerebral Injuries 


ee 062 6 0 6D 2 6 0 Oo 06 O'S. 6. 2 OS Oe CEO 8 OO OOS. BF 66 6 8 OD DH OOK OO 6 6 686 8 OO ee Se Eee 


bi or OO) OS A. SS 6. eS Si OO 6 EO, BS RR Re 6 OE we 8. OG 8, OO OOD OS A EOD AAS 8 OE ee OS eee Cee Ae oe Oe 6 


Rite Poor Cerebration 
Bren, Aphasia 

ciceaan Uncinate Fits 
Gee Astereognosis 


Basser Hemianopsia 


Motor Cerebral 


ae Hemiplegia 
ere Quadriplegia 
pee Petit mal 
ieee Grand mal 
bane Jacksonian 


ieenee Unilateral Spasticity 


ee General Spasticity 


kee Unilateral Tremor 


Rees. General Tremor 


Sensory Cerebral 


Mv iens Paresthesia 
re Anesthesia 


Cerebellar 


eT Atonia 


k dcaveatl Adiadokocinesis 


Cranial Nerves 


Sieidite ae Anosmia 


iiede Diminished Vision 
oer Retinal Hemorrhage 
Ski ee Papilledema 

verre Optic Atrophy 


. er: Limitation of Fields 


er Diplopia 


5 a ele Strabismus 


re Unequal Pupils 


eee Contralateral Dilatatio1 
ivavee Dilated Pupils 


erry: Contracted Pupils 
innaee Fixed Pupils 


ree Paresthesia of Face 


eaten Deviation of Jaw 


‘eal Abnormal Corneal 


Reflex 


eee Facial Paralysis 
awh Loss of Taste 


ree Tinnitus 


hilton Deafness 
vorr Nystagmus 


err Dysarthria 


ere Dysphagia 


tea Deviation of Soft 


Palate 


) 11 


-IV 





JVI 
‘a 


VIII 


pages Paralysis Trapezius or ) XI 


Sternocleidomastoid 


| Paralysis of Tongue 


J 
XII 


. 6.6 6's 6 DS 0 oe Ce 6 ew ele, Gee ee 48! LS, OS © OLR 0 6d, OOM OO OSE EO & Oe OK, O60) Oe BE Ee Oe OS eR SS ew SG 


Deep Reflexes 


oe Hyperactive 

ee Diminished 

3....:. Unequal 

7 Te Absent 
Superficial Reflexes 

| Hyperactive 

eee Diminished 

Bix iaes Unequal 

ii.2e Absent 
Neurological Signs 

, eee Skull Tender to 
Percussion 

mite Neck Rigidity 

ee Kernig Positive 

are Romberg Positive 

eee Babinski Unilateral 

Giicces Babinski Bilateral 
Latent Interval 

eee 15 min. or less 

\ er 2 hrs. or less 

: ere 24 hrs. or less 

ee 1— 5 days 

. 6—30 days 

Gessasa 31 days or more 

Pinte Unknown 
Unconscious 

SB vicuae Less than 5 min. 

* Sere 5 min. to 1 hr. 

Siccewes 1 hr. to 24 hrs. 

eee 1—3 days 

eee More than 3 days 

Stsxcau Unknown 
Hemorrhage 

| ee Hematoma of Scalp 

: or Extradural 

Be uxeia Subdural Hematoma 

eee Subdural Hydroma 

. Subarachnoid 

Dexves Subcortical Petechial 

rere Subcortical Massive 

ere Intraventricular 

_ ere Intracerebellar 
Hemorrhage 

Ricca From Ears 

) Rete From Nose 

eet eee From Mouth 

eee Black Eye, Immediate 

. Black Eye, Delayed 
Skull Fracture 

| eee Linear 

; eee Stellate 

Metaven Basal 

. Pere Compound 

Diiwwee Comminuted 

ee Diastatic 

: er Depressed 

ae Frontal Sinus 

. See Mastoid Sinus 

a Ethmoid Sinus 

: | re Sphenoid Sinus 

re Petrous Bone 
Skull Roentgenograms 

eee Positive 

, ne Negative 

Siacens Not taken 
Associated Injuries 

Siaived Face 
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> ee Neck Respirations . Psychoses 

Bixcvss Extremities Bienes Above 30 rcices Headache 

| reer Chest Bicacks Below 14 | Sere Dizziness 
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showed the greatest number of craniocere- 
bral injuries, next being group 41-60 with 
156 cases, the other age groups trailing far 
behind. 

There were 417 white and 83 colored. 
Of these 377 were males; 123 females. 

The automobile appears to be by far the 
largest single cause of injury, there being 
227 out of 500 cases. Next come falls with 
128 cases; fights and assaults, 100 cases; 
miscellaneous, unknown included, 45 cases. 

The most common condition following 
craniocerebral injury was unconsciousness, 
195 out of 500 cases. One hundred and 
forty patients showed evidence of alcoholic 
breath on admission. 

Headache was complained of in 97 cases; 
next in frequency vomiting, 46 cases, and 
dizziness, 36 cases. 

Out of 500 cases 274 showed visible 
laceration of the scalp; only 1 case showed 
visible laceration of the brain. 

There were 60 cases that showed cranial 
nerve involvement. Forty-one cases showed 
pupillary disturbance; 9 unilateral facial 
weakness; 3 diplopia; 2 nystagmus; 5 other 
cranial nerve involvement. 

a was present in 4 cases; amnesia 
in 2. 
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Reflexes were abnormal in 54 cases. 

Twelve had neck rigidity. 

Two cases had a latent interval of 15 
minutes or less, two a latent interval of 2 
hours or less, one more than 30 days. 

The length of time of unconsciousness 
was unknown in 101 cases, but was prob- 
ably only a few minutes in most of these 
cases. It was known to be less than 5 min- 
utes in 29 cases, 5 minutes to 1 hour in 59 
cases, from 1 hour to 24 hours in 14 cases 
and from 1 to 3 days in 3 cases. 

Thirty-eight patients showed hematoma 
of the scalp. 

There was hemorrhage from the ears in 
36 cases. 

There was a total number of 49 frac- 
tured skulls, of which 40 were linear, 1 stel- 
Inte. 2 basilar, 3 compound, 1 diastatic, and 
2 of the petrous bone. Of the linear frac- 
tures, 7 involved the frontal sinus, 3 mas- 
toid sinus, and 7 the ethmoid sinus. 

X-rays of the skull were taken in 388 
patients, 49 positive, 339 negative. Ten 
patients of the 49 with fracture of the skull 
died. 

There were associated injuries of the face 
in 149 cases; of the extremities in 150 cases. 

Fighteen cases showed associated dis- 
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eases, chronic alcoholism being present in 
6 cases, 4 had various infections, 2 had 
hypertension, 2 diabetes, 2 lues, 1 tuber- 
culosis, and 1 kidney disease. 

The cerebrospinal fluid was bloody in 15 
cases, xanthochromic in 9; there was an es- 
cape of cerebrospinal fluid from an ear in 5 
cases. 

The most common form of treatment 
appeared to be spinal drainage, 25 cases. 
Trephine was done in 8 cases, debridement 
in 3, and osteotomy in 1. 

There’ was a total number of deaths of 
41, 2.e., 1 on admittance, 3 within 1 hour, 
16 within 24 hours, 16 within 7 days, 5 
after 7 days. 


The above information was obtained by 
direct compilation of the facts as revealed 
under each heading on the code sheet. By 
“cross-compilation” any one heading may 
be compared with any other heading. Thus, 
for example, it is easy by means of the 
machine to find out how many cases with 
skull fractures involving mastoid sinuses 
later showed meningitis, or one may study 
the significance of unilateral dilatation of 
a pupil by comparing the number of cases 
with this neurological sign which also 
showed, say, subdural hematoma either on 
the ipsilateral or opposite side as the case 
may be. 





PALLIATIVE SURGERY IN CARCINOMA OF THE STOMACH* 


C. FREMONT VALE, M.D. 
DETROIT, MICHIGAN 


The vast majority of cases of cancer of the stomach cannot be offered curative sur- 
gery at present because the diagnosis is made too late. It is doubtful, in view of our 
present knowledge, if this situation will change much for the better because so many 
lesions develop to the point of incurability before causing symptoms of sufficient 
moment to bring the patient to seek relief. Until the realization of the hope of some 
dependable test, possibly biologic, materializes, our greatest problem with these vic- 


tims of the hidden location of their tumors will be palliation. 


which I reviewed in 1936, 51 per cent were 
clearly inoperable, exploration not being 
advised, 11 per cent refused operation, 12 
per cent had exploration only, 15 per cent 
were given some type of relief, while only 
5 per cent could be given postoperative hope 
of cure. Of 718 cases reported by St. John, 
Whipple and Raiford,® 98 (12.3 per cent) 
were resected, 179 (24.9 per cent) had pal- 
liative procedure other than resection, and 
153 (20.9 per cent) were explored only. 
The figures of others are generally com- 
parable. While the proportion is small in 
which real help may be given, the actual 
number is more impressive when we note 
that the total number of cases of cancer of 
the stomach in the United States is esti- 
mated at approximately 125,000. 

Since this situation exists it means a good 
deal to the patient to have the best type of 
palliative operation applicable to his case. 
He is entitled, not to just some relief, but 





*From the Department of Surgery, Wayne University, 
College of Medicine. 

Note: Some of these patients were operated upon at 
the — Receiving Hospital, the others in private hos- 
pitals. 
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to all the relief it is possible to give him. 
In the following paragraphs the various 
types of palliative procedures are discussed 
with abstracts of illustrative cases. 


(1) Palliative resection was first done by 
Pean in 1879, though first successfully ac- 
complished by Billroth in 1881. This is the 
ideal to be sought, and one should be pre- 
pared to proceed with it in any case which 
merits exploration. If the tumor is in the 


- distal half of the stomach and not fixed to 


the pancreas by infiltration, resection should 
usually be undertaken even though region- 
al glands are enlarged and it seems rather 
certain that metastasis has already made ul- 
timate cure impossible. Posterior fixation 
should not preclude resection until its nature 
has been accurately determined, by careful 
inspection through an incision in the gastro- 
colic omentum, to be definitely infiltrative. 
Often such attachment will be found due to 
non-malignant adhesions, and separation 
safe. An involved portion of the transverse 
colon may occasionally be successfully add- 
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ed to the resection. Any patient who cannot 
be proven inoperable without exploration 
may be said to be a reasonable risk for pal- 
liative resection, particularly when the 
otherwise hopeless situation is considered. 


The patient whose primary growth has 
been removed is henceforth free from gas- 
tric symptoms, often gains weight for a 
time, recovers from his secondary anemia, 
and certainly lives longer because his pri- 
mary lesion is no longer present. 


Case 1—B. J., a woman aged forty-nine years, 
gave a three months history of increasing stomach 
trouble and of vomiting blood the day before ad- 
mission. There had been a weight loss of 90 
pounds. The x-ray findings were those of ad- 
vanced carcinoma of the prepyloric portion without 
fixation. Metastasis could not be proven. 

Operation was done October 20, 1933. Involvement 
of most of the lesser curvature was found. There 
were large, hard glands in all regional lymph groups 
but no discoverable visceral metastasis. A high 
subtotal resection was done together with all regional 
lymph glands. Five of these glands were sectioned 
and all showed cancer cells. The patient was seen 
at intervals of from one to three months during the 
first year. October 22, 1934, a progress note says: 
“Symptom-free. Has gained weight steadily.” She 
was not seen for six months and on April 22, 1935, 
she complained of substernal pain, cough, weakness, 
and loss of weight, which began three or four weeks 
earlier. X-ray, May 1, 1935, reported a normal 
emptying of the remaining portion of the stomach. 
Decline was rapid and death occurred June 16, 1935. 


What may be of greater importance is 
the fact that the further we extend our indi- 
cations for resection the less apt we are to 
leave a lesion which is still confined to the 
stomach, the fixation and enlarged regional 
glands being entirely due to inflammation. 
Horsley® cites the report by Margaret War- 
wick, who found the disease still limited to 
the stomach in 23% of 176 necropsies on 
patients who had died from cancer of this 
organ. 


Case 2—C. Y., forty-eight years of age, had 
complained of weakness, pallor, and loss of weight 
for nine months. He improved temporarily on 
ventriculin and iron. Following the vomiting of 
blood, x-ray studies, which six months earlier had 
revealed no lesion, showed extensive deformity of 
the stomach of questionable resectability. 


At operation, December 29, 1931, a very large 
mass (12 cm. in diameter as measured in the 
laboratory) was found in the distal half of the 
stomach. Regional glands were greatly enlarged but 
no gross visceral metastasis could be, determined. 
Adhesive attachment to the pancreas lwas divided 
and a high subtotal resection with Billroth I recon- 
struction was done for palliation. 


He has recovered his normal weight and strength. 
The blood picture is normal. Repeated x-ray checks 
of the stomach have been negative. Clinically, he 
is perfectly well seven years since the operation, 
which was expected to give only temporary relief. 
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(2) Exclusion of the growth surely 
ranks next to resection as a measure of re- 
lief. Pack and Scharnagel® were able to find 
no earlier record of this operation than that 
of Parlavecchio’ in 1910. It has since then 
been insufficiently emphasized in the litera- 
ture. In this procedure the stomach is di- 
vided transversely above the tumor, the 
proximal end of the distal segment is closed, 
and continuity of the proximal portion of 
stomach with the jejunum restored by end- 
to-side anastomosis. The local indications 
are a non-resectable growth situated low 
enough to allow division and closure of the 
stomach above it. 


The degree of palliation is nearly equal 
to resection so far as digestive symptoms 
are concerned, though not for length of life. 
The tumor is almost as completely isolated 
from the gastro-intestinal tract as though it 
were removed. Inflammation about it has 
opportunity to subside. Food enters a por- 
tion of stomach free from disease, gastric 
digestion and emptying are not interfered 
with by an infiltrated, often ulcerating area, 
the appetite is better, there is freedom from 
pain, and furthermore, the lesion being 
placed at rest probably develops less rapidly 
and is not so apt to bleed or to perforate. 
Finally, the mortality rate is lower than in 
simple gastro-enterostomy.° 


Case 3—H. S., a man seventy-five years of age, 
had had increasing gastric symptoms for six months. 
Nausea and vomiting were followed later by epi- 
gastric pain. Weight loss was considerable. There 
had been swelling of feet and legs for several 
months, 

X-ray study revealed evidence of a carcinoma 
involving the distal third of the stomach on the 
greater and lesser curvature sides. The extent of 
invasion indicated that resection might be possible. 
An advanced myocarditis was present. 

At operation, January 23, 1937, the pathology 
was found to correspond to the x-ray findings. In 
addition, there was extensive involvement of retro- 
peritoneal glands. The pancreas was invaded. No 
metastases were visible, or palpable in the liver. An 
exclusion of the growth was done. 

Recovery was smooth. He left the hospital 
February 12, taking and enjoying a full diet without 
limitation. He remarked that he had not enjoyed 
eating so much in years. He lived about seven 
months, during which time he was able to eat, with- 
out discomfort, anything he desired. 


(3) Gastro-enterostomy was first per- 
formed by Anton Wolfer in 1881, and for 
carcinoma of the pyloric end of the stom- 
ach. It is still the most commonly per- 
formed palliative operation although it runs 
a poor third in attaining the end in view. 
The lesion remains in the alimentary stream 
to be irritated by contact with food. Bleed- 
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ing and pain therefore continue. Secondary 
anemia is progressive. Foul materials from 
the ulcerated area mix with food, causing a 
bad taste and poor appetite. Secondary gas- 
tritis is only partially relieved at best and 
interferes with the digestion and function. 
In order to get well away from the cancer 
the stoma must often be placed so high that 
it will empty the stomach poorly. The first 
result of this is that healing is apt to be in- 
complete, with leakage and death from peri- 
tonitis. This has much to do with the fact 
that the mortality rate in gastro-enteros- 
tomy for cancer of the stomach is out of all 
proportion to the relative simplicity of the 
operation and to that of the same operation 
in benign ulcer. Bull? reported a rate of 21 
per cent, and ours was 31 per cent. Pack 
and Scharnagel® say the mortality rate is 
almost as high as in resection. Lahey, Swin- 
ton and Peelen* reported 40 per cent mor- 
tality in palliative operations exclusive of 
resection. Newberger® gives a rate of 50 
per cent in comparison to 44 per cent for 
resection. Then should healing occur, there 
still remains the large pouch below the 
stoma where food will collect, exaggerating 
the difficulties already mentioned and giv- 
ing the patient little opportunity to: gain 
strength or obtain relief from gastric symp- 
toms. Finally, when successful, it must al- 
ways be feared that as the tumor continues 
to grow it will reach the stoma to cause ob- 
struction again and the patient must die 
with the symptoms from which his opera- 
tion was supposed to give him freedom. 


Case 4.—M. S., a man fifty-eight years of age 
developed obstructive symptoms about three months 
before admission, after having increasing gastric 
symptoms for nine months. He had lost about 60 
pounds in weight. Metastasis could not be proven. 
X-ray examination showed an obstructing pre-py- 
loric lesion with moderate fixation. Except for 
loss of weight his condition was fairly good. 

Operation May 10, 1937, disclosed a carcinoma 


infiltrating the pancreas with very large retroper- . 


itoneal nodes. A high exclusion could have been 
done, but the patient’s poor condition under an- 
esthesia seemed to indicate the shortest possible 
procedure. A posterior gastro-enterostomy was done. 

The immediate result was good. He left the hos- 
pital eating better than for years, according to his 
statement. Soon after going home he developed pain 
after meals, his appetite became poor and death 
occurred three months after operation. 


This case well illustrates the meager re- 
lief which so often follows an operation 
which does not place the lesion outside the 
food path. 


Case 5—O. A., a man forty-five years of age, 
had started with vague stomach trouble six months 
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prior to admission. Vomiting became an increasing 
symptom during the last six weeks. The thirty 
pound weight loss had nearly all occurred since 
the onset of obstructive symptoms. The general 
condition was quite good. X-ray examination showed 
an obstructing new growth involving the pylorus. 

Operation was performed May 6, 1921. A tumor 
about three inches in diameter involved the stomach 
at the pyloric end. It infiltrated the pancreas. Re- 
gional nodes, including some retroperitoneally, were 
enlarged and firm. A posterior gastro-enterostomy 
was done. 

For four months relief was practically complete. 
Then vomiting recurred. He begged to be operated 
upon again, not being able to understand that what 
we had done once we could not do again. 


While the results of gastro-enterostomy 
in this patient were unusually good while 
they lasted, it did not prevent a recurrence 
of obstruction. There is no doubt but that 
this man would have been spared much to- 
ward the end if he had had an exclusion. 

In most cases where a gastro-enterostomy 
will work well an exclusion can be done 
with little more risk and more certain re- 
sults. Balfour’ says, “Gastro-enterostomy is 
usually of little benefit, and should marked 
or prolonged improvement follow this oper- 
ation, it would constitute evidence that the 
growth probably could be removed.” We 
should add “or excluded.” William Mayo 
has said that gastro-enterostomy allows the 
patient to live longer and suffer more. The 
type of case in which this operation is indi- 
cated is one in which the tumor is relatively 
small, highly obstructive, with extension or 
metastasis indicating early termination of 
life at best. 


Case 6.—F. D., a man, sixty-six years of age, de- 
veloped practically complete pyloric obstruction while 
undergoing treatment for an enlarged prostate, 
thought to be malignant. His general condition was 
poor, but he wanted relief from vomiting if that 
was possible. 

On February 18, 1936, under local anesthesia, a 
tumor three inches in diameter was found to be 
densely infiltrating the pancreas and to have me- 
tastasized to the liver. A posterior gastro-enter- 
ostomy was done. Vomiting ceased and in a few 
days he was taking nourishment freely. Two weeks 
later the carcinoma perforated into the lesser cav- 
ity (autopsy) and death ensued promptly. 


Mention should be made here of a two- 
stage procedure consisting of a primary gas- 
tro-enterostomy followed by resection as 
soon as the patient recovers sufficiently, if 
he does. This is still being theoretically ad- 
vised, but I am convinced it is not based 
upon experience. It partakes of all the pit- 
falls of gastro-enterostomy with an even 
higher mortality because of the necessarily 
high location of the stoma. Any patient on 
whom a resection can justly be contem- 
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plated can have it started as an exclusion, 
leaving closure of the distal end containing 
the cancer until after the proximal end has 
been attached to the jejunum. If at this 
point it seems wiser to proceed in two 
stages, the lower portion of the stomach 
can be quickly closed, to be removed later 
much more easily than had gastro-enteros- 
tomy alone been done. I do not believe that 
gastro-enterostomy should ever be done as a 
first stage procedure with or without the 
idea that if the patient ever gets in shape 
for resection, which he probably will not, he 
has nevertheless been given good palliation. 

(4) So far it is evident that we have been 
speaking only of lesions in the distal portion 
of the stomach, which is fortunately the 
most frequent location. When the cardiac 
end is involved the problem is quite differ- 
ent. Since the difficulty here is not getting 
food from the stomach into the intestine, 
but into the alimentary tract below the car- 
dia, gastrostomy long seemed to be the nat- 
ural solution. Pain following introduction 
of food, leakage about the gastrostomy tube 
with skin irritation around it, and the rapid 
deterioration of the patient showing little if 
any help from the operation should thor- 
oughly discourage its use. 


The operation giving greatest and surest 
palliation in this tragic situation is perma- 
nent jejunostomy. A very satisfactory type 
is that of Mayo Robson, in which the jeju- 
nostomy is placed at the top of a loop, both 
limbs of which have been connected by lat- 
eral entero-enterostomy, the tube being car- 
ried 8 to 10 inches down the distal limb. 
Maydyl’s plan of dividing the jejunum, 
anastomosing the end of the proximal to 
the side of the distal loop four or five inches 
below the point of division and bringing 
the free end of the distal loop through the 
abdominal wall to carry the catheter works 
well. These methods have seemed to me 
preferable to that of Von Eiselberg and 
Witzel, which theoretically at least might be 
followed by duodeno-jejunal stasis, as well 
as difficulty in permitting the catheter to be 
replaced. After either of these procedures 
the stomach may be placed completely at 
rest, pain is relieved, there is no skin irrita- 
tion from leakage and the patient can be 
adequately nourished. Some patients are 
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again able to take food by mouth in comfort 
after several days, due no doubt to reduction 
in inflammatory reaction about the tumor 
as a result of rest. Jejunal alimentation has 
been weil discussed by Wolfer,® who gives 
the formula used for this purpose prepared 
by Ivy. 

Case 7—P. McN., a man sixty-eight years old, had 
had increasing difficulty in swallowing for ten 
weeks with recent development of pain on attempt- 
ing to take nourishment. He had lost 60 pounds. 
X-ray revealed an extensive lesion of the cardia. 
Exploration and permanent jejunostomy November 
29, 1935, produced a remarkable change in this 
patient. He was free from discomfort and actually 


gained weight on his jejunal feedings which he took 
be great glee. Death did not occur until March 19, 


In our judgment mere obstruction to the 
passage of food is not sufficient indication 
for operation. The pangs of hunger do not 
torture these patients as they do the healthy 
person deprived of food. So long as fluids 
can be taken with reasonable comfort the 
surgeon has nothing to offer. Pain on at- 
tempt to swallow liquids constitutes the one 
indication for this operation. 


Conclusions 


1. Each patient should be given not just 
some relief but all it is possible for him to 
have. 

2. The indications for resection should 
be extended. Posterior attachment and re- 
gional metastasis should not preclude it. 

3. Gastro-enterostomy should be re- 
placed by resection or exclusion in most 
cases. It should never be done as the first 
stage of a two-stage resection. 

4. Permanent jejunostomy should entire- 
ly replace gastrostomy in lesions of the car- 
diac end of the stomach. 
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CHRONIC ENCEPHALITIS* 


RUSSELL N. DeJONG, M.D. 
ANN ARBOR, MICHIGAN 


Soon after the 
occurred between the years 1917 and 1920, it was noted that many patients who had had 
the disease developed a syndrome suggesting and at times indistinguishable from Parkin- 
son’s disease. This condition was classified in various ways by different observers, but 
was usually referred to as a sequel or residual of the acute encephalitis, as a post-enceph- 
alitic syndrome or as a metencephalitis, using a name comparable to the term metasyph- 


ilis, which has been used for late complications of lues.” 


acute infection such as tics, spasms, myo- 
clonias, athetoses, convulsions, disturbances 
of sleep rhythm, narcoleptic attacks, conduct 
disorders, respiratory disturbances and 
oculogyric crises were described, the symp- 
toms suggesting paralysis agitans were the 
most common and usually accompanied 
these other manifestations. 


From time to time it has been noted, how- 
ever, that symptoms suggestive of Parkin- 
son’s disease have developed in relatively 
young individuals who lacked a definite his- 
tory of a previous encephalitis. The term 
juvenile paralysis agitans was suggested for 
some of these cases,’° but it was often dif- 
ficult to differentiate cases of juvenile or 
adult paralysis agitans from those consid- 
ered to be residuals of acute encephalitis. 
Burr called attention to this in 1925 when 
he reported five cases which he felt present- 
ed sequelz of epidemic encephalitis but gave 
no history of a preceding acute illness.* He 
proposed the term chronic encephalitis for 
this syndrome. 

As patients with parkinsonian manifesta- 
tions are now being seen with increasing 


frequency, especially cases lacking a definite - 


history of encephalitis, it was thought 
worthwhile to review those seen in the Uni- 
versity Hospital during the year 1937. The 
enclosed table (Table I) shows the distribu- 
tion of these cases. Out of a series of 
ninety-two patients, thirty-four, or 37 per 
cent, can probably be classified as having 
true Parkinson’s disease. The onset of 
symptoms occurred between the ages of 
fifty-three and seventy-six, averaging 63.35 
years, and every patient showed some of the 
so-called stigmas of senility or degenera- 
tion, such as arteriosclerosis, hypertension, 
arteriosclerotic or hypertensive heart dis- 
ease, diabetes, hypertrophic arthritis, catar- 
acts or prostatic hypertrophy. As is the case 


*From the Department of Neurology, University Hospital. 


916 





epidemics of lethargic or von Economo’s encephalitis which 


While many sequelz of the 








in true paralysis agitans, the male sex pre- 
dominated, and in this series there were 
twenty-five males to nine females. A total 
of seventeen cases, or 18.4 per cent, gave a 
history either of epidemic encephalitis or 
of certain of the manifestations frequently 
considered to be part of the picture of en- 
cephalitis—insomnia, prolonged sleep, inver- 
sion of the sleep cycle, epidemic hiccough, 
acute psychic disturbances, etc. The onset 
of the disease occurred between the ages 
of four and thirty-seven, averaging twenty- 
one years. The symptoms of parkinsonism 
became evident at varying periods of time, 
coming on as the amyostatic or hyperkinetic 
manifestations of the acute illness, imme- 
diately after the acute illness, or as long as 
nine years later. The average time of onset 
was 2.24 years after the original infection. 
In this group the males and females were 
more evenly divided; there were nine males 
and eight females. 


Many of the patients who give no history 
of acute encephalitis do give a history of 
other acute illnesses preceding the onset of 
symptoms. Eight patients, or 8.7 per cent, 
gave a history of having had “influenza,” 
but as the patient’s own diagnosis usually 
has to be accepted, and as it is extremely 
difficult, in a history, to distinguish between 
true epidemic influenza, grippe and simple 
respiratory infections, the value of this his- 
tory often is doubtful. The illness varied in 
these cases from fairly benign attacks in 
most instances to relatively severe illnesses, 
with or without prolonged fever and delir- 
ium. There were six males and two females 
in this group. The original illness occurred 
between the ages of twelve and fifty years, 
and the parkinsonian manifestations, which 
came on gradually in most cases, became no- 
ticeable at varying time intervals up to thir- 
teen years later. Three patients, 3.3 per 
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cent, gave a history of pneumonia preceding 
the onset of symptoms. In two of these the 
illness was rather severe and was accompa- 
nied by delirium. The symptoms became 


TABLE I. 


group has been divided into two sub-groups. 
In the doubtful cases there were six males 
and four females in whom the symptoms 
became evident between the ages of forty 


PATIENTS PRESENTING PARKINSONIAN MANIFESTATIONS 


Jan. 1-Dec. 31, 1937 











Average Interval 
Between Illness 
Average Age | and Development 
Number of at Onset of Parkinsonism 
Classification Patients | Per Cent (Years) (Years) 
‘“‘Parkinson’s disease’’ 34 36.9 63.35 
History of encephalitis 17 18.4 21 2.24 
History of other illnesses and in- 
fections 
“Tnfluenza”’ 8 8.7 28.6 5.38 
Pneumonia 3 3.3 20.7 4.7 
Acute delirium 2 2.2 9.5 Gradual onset 
Scarlet fever 1 1.1 16 Gradual onset 
Typhoid fever 1 1.1 18 5 
Postoperative 3 3.3 31.3 
Postpuerperal 1 1 17 Gradual onset 
Total 19 20.8 
Negative History 
Ages 40-55 years 10 10.87 49.1 
Ages 6 months - 39 years 12 13.03 26.87 
Total 22 23.9 36.98 

















evident three to six years later. Two pa- 
tients, 2.2 per cent, showed a gradual onset 
of symptoms after an undiagnosed illness 
characterized by fever and delirium. One 
patient noted the gradual onset of symptoms 
following scarlet fever at sixteen; one noted 
their onset five years after an illness diag- 
nosed as atypical typhoid fever. In three 
patients the parkinsonian syndrome became 
manifest post-operatively—in one immedi- 
ately after an appendectomy at twenty, in 
one a year after an appendectomy at eight- 
een, and in one gradually after a hysterec- 
tomy at fifty-six. In one patient the symp- 
toms became noticeable soon after a preg- 
nancy. 

The last group of cases, those developing 
parkinsonian manifestations but showing 
no stigmas of senility and presenting no his- 
tory of encephalitis, acute infectious proc- 
esses or exposure to toxic substances, num- 
bers twenty-two patients, or 23.9 per cent 
of the total. The age at the time of onset 
in this group varies between six months and 
fifty-five years, averaging 36.98 years. In 
order to eliminate any possibility that some 
of these patients may present early mani- 
festations of true Parkinson’s disease, the 
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and fifty-five, averaging 49.1 years. In the 
remaining group there were twelve patients 
varying between the ages of six months and 
thirty-nine years at the time of the onset of 


symptoms, the average age being 26.87 
years. 


Interpretation 


An appraisal of these statistics leads one 
to the conclusion that parkinsonian mani- 
festations occur not only during the involu- 
tional period of life but may became mani- 
fest at any age, and that they occur not only 
as a sequel to acute encephalitis but also 
after other illnesses and infections. Also, 
there is a fairly large group of patients in 
whom there is no history of a preceding ill- 
ness. Oppenheim stated that paralysis agi- 
tans is a disease of old age, usually occur- 
ring during the sixth decade, occasionally 
in the fifth, cases being rare under forty. 
“Its onset in youth is an extremely rare oc- 
currence, and such cases ought to be diag- 
nosed with great reserve.”** Gowers stated 
that two-fifths of the cases came on between 
fifty and sixty, one-fifth between forty and 
fifty, and one-fifth between sixty and 
seventy.” Willige, in 1911, collected all the 
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cases recorded since 1850 in which paraly- 
sis agitans began before the thirtieth year; 
he was able to find only twenty cases, and in 
these the earliest age of onset was eighteen 
to twenty years. It has been since the ad- 
vent of encephalitis in epidemic proportions 
that paralysis agitans has become frequent 
in the younger age groups, where formerly 
the manifestations were sufficiently rare to 
warrant special case reports. 


Epidemic encephalitis is a disease whose 
etiology and epidemiology is not entirely 
understood.***** It is presumably a virus 
disease, but only in certain sub-groups, such 
as the St. Louis or Japanese variety, has the 
specific virus been found.’ Due to the close 
temporal relationship between the great epi- 
demics of influenza at the close of the late 
war and the early epidemics of encephalitis, 
it was originally thought that the two condi- 
tions had a common etiology. It is now felt, 
however, that the relationship was coinciden- 
tal, and that there is no definite evidence 
that encephalitis is caused by a neurotropic 
influenza virus. Hurst states, “The evidence 
fails in any particular to indicate a common 
entity for influenza and epidemic encepha- 
litis. It fails to indicate that the presence of 
influenza predisposes to encephalitis, either 
in the mass or in the individual. The cases 
diagnosticated influenza at the time of onset 
in an epidemic which later require correc- 
tion of diagnosis to encephalitis are ex- 
tremely rare.”** Neal states that the diag- 
nosis of influenza is often loosely made, but 
that since the discovery of the virus of in- 
fluenza the diagnosis can be made with a 
high degree of accuracy.** From a study 
of patients with nervous system disease 
for the presence of antibodies protective 
against influenza, she concludes that there 
is no relationship between encephalitis and 
influenza, and that any apparent connection 
between these two diseases is purely fortui- 
tous. 

The development of symptoms after 
months to years of normal health following 
the apparent complete recovery from acute 
encephalitis, or their recrudescence in appar- 
ently static cases, leads one to believe that 
the disease is a chronic, progressive process, 
and that the virus may lie dormant for long 
periods of time, later giving rise to a more 
degenerative process than was seen in the 
acute disease.**> Postmortem observations 
confirm this impression.**””* Consequently 


the parkinsonian syndrome is now regarded 
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not as a sequel of acute encephalitis, but as 
a manifestation of chronic encephalitis. 
Wimmer has stated, “Not very long after 
the extensive outbreaks of epidemic (‘leth- 
argic’) encephalitis it was noticed that, fol- 
lowing the acute stage of the disease, a se- 
ries of nervous disturbances, often extreme- 
ly tenacious and deleterious, would fre- 
quently persist. While, at first, there was a 
tendency to regard these nervous cases as 
‘sequels,’ reliqua, following an acute but in 
itself abated inflammatory affection of the 
central nervous system, numerous experi- 
ences gained during later years have forced 
the view upon us that the encephalitic proc- 
ess may remain active for years within the 
central nervous system as an intermittent or 
recurrent process which, however, in by far 
the majority of cases, is of a progressive 
nature.””? Riley has also stated that the 
term sequelz is not a good one, as the mod- 
ern conception of the disease is that of a re- 
lentless, continuing process, successively de- 
stroying one function after another. He 
feels that the disease process may flare up 
after months or years, not as a fresh attack, 
but as a resurgence due to the persistence of 
the causative factor.’® 

It is apparent that syndromes similar in 
every respect to those seen in the chronic 
stage of epidemic encephalitis may also fol- 
low other acute infections, such as pneumo- 
nia and scarlet fever. Those patients expe- 
riencing prolonged fever and delirium, 
whatever the associated infection, may very 
possibly have suffered with an acute en- 
cephalitic process, the pathologic changes in 
the central nervous system probably not be- 
ing specific for any one type of encephalitis. 
It is a little more difficult to evaluate the 
parkinsonian manifestations which have 
been reported following trauma, operations, 
pregnancy, et cetera. It is known that cer- 
tain toxins, such as carbon monoxide and 
manganese, may result in syndromes of this 
type, and as nitrous oxide has also produced 
degenerative changes in the basal ganglia,“ 
one must consider this as a potential factor 
in those cases in which the symptoms have 
developed following a major operation. In 
most of the cases in this group, however, it 
is necessary to appraise the history care- 
fully. 

In our series of cases, and this is no doubt 
true in every series, there is a large group of 
patients who give no history of any acute 
episode. It may be that some of these pa- 
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tients had an acute encephalitis without clin- 
ical signs, but undoubtedly more of them 
had abortive infections during which the 
virus entered the nervous system only to 
remain dormant for varying periods of 
time, later giving rise to a progressive de- 
generative process or to acute recrudes- 
cences.°** The onset of the illness may have 
been so mild, so insidious, that the patient 
himself was not aware of it.** This phe- 
nomenon, of course, has been described be- 
fore. Wimmer stated that in only a minor- 
ity of his cases was he able to obtain a his- 
tory of fairly typical encephalitis, and that 
many of the cases are chronic and insidious 
from the beginning and fail to show a clas- 
sic infectious phase. Economo, in discuss- 
ing the parkinsonian manifestations, states, 
“These treacherous ‘sequelz’ may even de- 
velop without any acute stage of encephali- 
tis lethargica. In this case the original at- 
tack may have been an unnoticed ‘forme 
fruste’ in the course of an epidemic, or an 
overlooked influenza-like prodromal stage, 
or it may have been that, in some cases, the 
virus reached the central nervous system 
without producing any acute manifestation, 
and slowly continued its destructive activi- 
ties there until the clinical symptoms actual- 
ly appeared.””? He feels that the manifes- 
tations of chronicity may be residuals or 
evidences of prolonged convalescence, but 
that frequently one sees purely chronic 
cases, the symptoms being due to the reac- 
tivation of the dormant virus, fairly often 
with no history of a previous acute phase. 

When one excludes the factor of age, the 
differentiation between Parkinson’s disease 
and the parkinsonian manifestations of 
chronic encephalitis is an extremely difficult 
problem. A history of sleep disturbances, 
delirium, hyperkineses, eye muscle disturb- 
ances, paralyses, changes in the reflexes, 
etc., is of value in arriving at a diagnosis, 
but often chronic encephalitis can be diag- 
nosed on the basis of the youth of the pa- 
tient, the relatively rapid development of 
symptoms, the development of rigidity and 
masking of the face in advance of disturbed 
motility, the history of sudden advances 
rather than gradual progress, or the pres- 
ence of respiratory disturbances, mental 
symptoms, “greasy face,” sialorrhea, et cet- 
era. It has been observed in our cases that 
all of these manifestations, as well as such 
symptoms as oculogyric crises, narcoleptic 
spells, myasthenic manifestations, et cetera, 


Octoser, 1938 


occur as frequently in those patients who 
give no history of acute encephalitis as in 
those who do. As a further diagnostic cri- 
terion, the parkinsonian manifestations of 
chronic encephalitis show a much _ better 
therapeutic response to drugs of the sco- 
polamine, stramonium, atropin group than 
do those of paralysis agitans. These drugs 
are of more value in the relief of the rigid- 
ity than of the tremor, but are of some val- 
ue in both, and the more recent addition of 
benzedrine to the drugs of this group has 
in certain cases relieved the tremor as well, 
and has been especially effective in stopping 
the oculogyric crises.**° One must admit, 
nevertheless, that a clinical differentiation 
between chronic encephalitis and Parkin- 
son’s disease is often impossible. The fol- 
lowing case report emphasizes this: 


Report of Case 


R. L., a man aged sixty, was admitted to the Uni- 
versity Hospital on August 2, 1937. Seven years 
before he had noticed the onset of weakness of the 
back, rigidity of the extremities and loss of asso- 
ciated movements in walking. There was no history 
of encephalitis, fever or delirium, or of exposure 
to toxins. ‘ 

Examination.—The patient was an elderly white 
male. There was rigidity of upper and lower ex- 
tremities with contractures of the fingers and wrists. 
The facial expression was mask-like. There was 
a greasy seborrhea over the forehead. The pupils 
reacted normally. There was moderate arterioscle- 
rosis of the retinal vessels. The tendon reflexes 
were about normal and no pathological reflexes 
were elicited. The blood Kahn test, urinalysis and 
blood count were all normal. Spinal fluid pressure 
was 150 mm. of water. Examination of the fluid 
showed no cells, and the Kahn, colloidal gold and 
mastic tests were negative. 

Course in the hospital—The patient was moribund 
at the time of admission. Hyoscine was used in an 
attempt to reduce the rigidity, but the patient had 
a low tolerance for the drug and became delirious. 
He was given palliative care, but died of broncho- 
pneumonia on September 14, 1937. 

Pathologic examination—The gross pathologic 
diagnoses were bronchopneumonia, generalized ar- 
teriosclerosis and arteriosclerotic nephropathy. Ex- 
amination of the brain showed no gross changes. 
The basal ganglia were of normal size and were 
well outlined. The red nuclei were distinct but 
appeared to be pale. The substantia nigra also ap- 
peared pale. Histologic examination of the brain 
showed moderate arteriosclerosis. No senile plaques 
were seen. Nissl sections revealed the presence of 
marked glial changes in the substantia nigra with 
loss of parenchymal elements. 


In this case the clinical diagnosis was 
Parkinson’s disease of the idiopathic or ar- 
teriosclerotic variety, while the pathologic 
picture showed changes typical of chronic 
encephalitis. Certain observers have been 
impressed by the impossibility of differen- 
tiating parkinsonian manifestations of the 
idiopathic, arteriosclerotic or encephalitic 
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variety on the basis of clinical examination 
alone, and feel. that a conclusive diagnosis 
can be made only if the history, symptoma- 
tology, clinical course and pathologic find- 
ings are all taken into consideration.” 


Conclusions 


1. Parkinsonian manifestations should 
not be considered to be sequel or residuals 
of an acute encephalitis, but to be manifes- 
tations of a chronic, persistent infectious 
process. 

2. Chronic encephalitis with parkinson- 
ian manifestations may occur in patients 
who give no definite history of a preceding 
acute encephalitis. 


3. The clinical differentiation between 
chronic encephalitis and Parkinson’s disease 
is often difficult to make. 


4. In view of its increasing frequency, 
chronic encephalitis should be considered to 
be one of the more important of the organic 
diseases of the nervous system. 
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Alcohol in Relation to Traffic Accidents 


RicHarp L. Horcoms, Evanston, Ill. (Journal A. 
M.A., Sept. 17, 1938), reports the results of a study 
of the drinking of drivers involved in personal in- 
jury accidents and of the drinking of drivers in the 
general population. The second study served as a 
control of the first, allowing conclusions to be drawn 
as to the part alcohol plays in accidents. A total of 
270 persons were tested in the first study. - Drivers 
involved in personal injury accidents who accom- 
panied the persons injured to a hospital or drivers 
who themselves were injured were tested by urin- 
alysis for alcohol. A total of 1,750 persons were 
tested in the second study. Drivers were chosen at 
random from an area comparable to that of the 
first study. A complete testing laboratory, with the 
Harger “drunkometer,” was set up in the trailer, 
allowing breath tests. for alcohol to be made im- 
mediately. 1. The highest percentage of drinking 
drivers occurs in the early morning hours and over 
the week-end. 2.The largest number of drinking 
drivers occurs in the early evening and over the 
week-end. 3. The peak age for drinking drivers is 
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‘siderably lower at all times. 


from 25 to 30. 4. Women drink and drive as much 
as men when the number of women driving at va- 
rious hours of the day is considered. 5. The per- 
centage of drinking drivers in the general population 
varies as does the percentage of drinking drivers 
in the personal injury accident group but falls con- 
6. The percentage or 
number of drivers involved in personal injury acci- 
dents varies as does the percentage or number of 
drinking dirvers. 7. As the blood alcohol content 
increases, the number of drivers appearing in the 
personal injury accident group increases out of all 
proportion over that in the general driving popula- 
tion. 8. As alcohol increases, accidents increase 
and at a rate somewhat proportionate to the increase 
in alcohol. 9. Equal percentages of drinking driv- 
ers are found in the accident group and in the gen- 
eral population group at a point near 0.5 part of 
alcohol per thousand parts of blood, indicating that 
alcohol in that amount is not necessarily a signifi- 
cant cause of accidents. 10. The data gathered in 
this study confirms a self-evident fact, that alcohol 
is a major cause of automobile accidents. 


Jour. M.S.M.S. 























ACUTE YELLOW ATROPHY OF THE LIVER CAUSED BY 
POISONOUS MUSHROOMS 


Report of Cases 


J. H. AHRONHEIM, M.S., M.D. 
JACKSON, MICHIGAN 


While mushroom poisoning is quite frequent in Europe, it is relatively rare in the 
United States. Especially in France, where the nourishing value of mushrooms is greatly 
emphasized, and, probably, overemphasized, many cases have been reported. Ford? col- 
lected 990 cases from the French literature, 318 having been fatal. In the German and 
Austrian literature he found reports of 171 cases, with forty-nine deaths. 


Of the great number of poisonous mushrooms, those belonging to the Amanita group ¥ 
are most important, Amanita Phalloides being by far the most frequent cause of severe 


poisoning. According to Vander Veer and 
Farley,” this fungus was involved in 90 per 
cent of the cases of fatal mushroom poison- 
ing. Ford found that out of the 1,161 cases 
of mushroom poisoning collected from the 
French, German and Austrian literature, 
661 were due to Amanita Phalloides. - The 
total mortality in these 1,161 cases was 367 
(31.6 per cent), while the 661 cases of 
Amanita Phalloides poisoning gave a mor- 


tality of 306 (46.2 per cent). 


Liver damage was observed in numerous 
cases of mushroom poisoning reported in 
the literature. Vander Veer and Farley re- 
port four cases of Amanita Phalloides poi- 
soning, two of which showed advanced de- 
struction of the hepatic tissues. The others 
recovered, but had shown definite clinical 
signs of involvement of the liver. Six fatal 
cases of Amanita Phalloides poisoning, re- 
ported by Herzog,’ showed marked fatty 
changes in the liver with slight necrosis and 
some regenerative changes. Petri* found 
all stages of damage of the liver in thirteen 
cases of mushroom poisoning, six of which 
were proven to be caused by Amanita Phal- 
loides. Tappeiner® points out that the 
changes in the liver in these cases are very 
similar to those seen in acute yellow atro- 
phy, while Prym® sees no difference between 
the conditions at all. 


The first signs of the poisoning usually 
occur after most of the poisonous material 
has passed the stomach, seldom less than 
five, sometimes up to fifteen and twenty, 
hours after ingestion. Signs of severe gastro- 
intestinal disturbance are the most outstand- 
ing symptoms: profuse vomiting, diarrhea, 
and extreme abdominal cramps. Anuria is 
frequently observed, jaundice might devel- 
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op. Gore and Tracy report muscle cramps, 
twitchings, loss of motor control and dis- 
turbances of vision. The course extends 
over six to eight days. In the non-fatal 
cases the symptoms subside gradually, and 
the patient recovers completely. In the fa- 
tal cases, the patient becomes progressively 
jaundiced and cyanotic, and dies in coma. 


Anatomically two conditions mark the 
disease picture in fatal cases of Amanita 
Phalloides poisoning: fatty changes in 
heart, liver and kidneys, and a marked hem- 
orrhagic diathesis. It is characteristic that 
these two conditions are noted in practically 
all those cases reported in the literature. 
Herzog’s six cases showed uniformly a 
great number of petechial hemorrhages 
which were most marked in omentum and 
mesentery. The most extensive fatty 
changes were observed in the liver. Ford 
estimates the fat content to vary between 
50 and 80 per cent. 


Report of Cases 


A male patient, fifty-three years old, was admit- 
ted to the W. A. Foote Memorial Hospital, Jack- 
son, Michigan, October 16, 1936. Previous history 
was insignificant. The patient had eaten mushrooms 
the night of October 12. Although he experienced 
gastric distress the next morning, he went to work. 
As he had no relief at noon, he called the doctor, 
who found him somewhat cyanotic and his abdo- 
men distended. Hot stupes and an enema gave 
some relief. As his symptoms did not subside en- 
tirely after several days he was admitted to the 
hospital. His temperature on admission was 98, 
pulse 104, respiration 22. Turpentine stupes gave 
him complete relief. Shortly afterwards, however, 
he became markedly cyanotic and expired unex- 
pectedly before physical and laboratory examina- 
tions could be carried out. The autopsy was per- 
formed two hours after death. 

Aut. No. A-3-36. 
Abstract from protocol: 


Moderate icterus of the skin and sclera. Multiple 
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hemorrhages were found in the thymus... The heart 
weighed 290 gms.; it showed a large subendocardial 
hemorrhage in the septum. The right heart appeared 
relaxed. Marked pulmonary emphysema and con- 
gestion were found. Multiple hemorrhages were 


are suspended. There is a necrosis of the cells 
of the liver of moderate degree. There are some 
reparative changes indicated by a slight infiltration 
of wandering cells in the Islands of Glisson and 
a new formation of bile ducts. Kidneys showed 





Pig. 1. 
mushroom poisoning. Early reparative changes in Islands of 


Liver showing acute yellow atrophy following 


Glisson. Hematoxylin-eosin stain. Zeiss Planar 20 mm. 


found in retropharyngeal and periaortic tissues. An 
old calcified tubercle was found in the mediastinal 
lymphnodes. Multiple old tubercles were found in 
spleen. The intestines showed a great number of re- 
cent large hemorrhages at the mesenteric-enteric 
and mesocolic-colic borders. The mucosa of the 
entire intestine was somewhat swollen and congested. 
The liver measured 24x20x10 cms. and weighed 1,450 
gms. Its consistency was doughy. The surface was 
mottled in appearance and smooth. The cut-surface 
showed alternating brown and yellow areas; a lob- 
ular architecture could still be made out in the for- 
mer, but had entirely disappeared in the latter, areas. 
The kidneys were relatively small, weighing 107 and 
127 gms. respectively. Their cortex appeared dis- 


tinctly yellow and bulged over the cut-surface. 
There were petechial hemorrhages in the renal 
pelves. The retroperitoneal tissues showed multiple 


recent hemorrhages. 

The microscopic examination showed: Hypoplasia 
of myocardium, small lymphocytic infiltrations in 
subepicardial fat and subendocardial hemorrhages. 
There was marked degenerative fatty infiltration 
and early coronary sclerosis. The aorta showed 
early atherosclerosis, “hypoplasia,” recent hemor- 
rhage into adventitia. The lungs showed marked 
acute emphysema, anthracosis, passive congestion 
and an old calcified tubercle in hilus gland... There 
were recent hemorrhages in adventitie of arteries. 
Bronchus: Active chronic bronchitis. Hemor- 
rhages were found into peribronchial tissues. Ex- 
amination of the thymus revealed fatty atrophy of 
a persistent hyperplastic thymus. There were re- 
cent hemorrhages into the adipose tissue. Stomach 
showed active and relatively acute gastritis as well 
as edema of the submucosa. Examination of the 
small intestine revealed active enteritis of moderate 
degree. In the large intestine there was found ac- 
tive inflammation more marked than in small intes- 
tine. Hyperplasia of lymphfollicles was noted. 
Spleen: Atrophy. The examination of the liver 
revealed complete destruction of the hepatic par- 
enchyma as well as fatty infiltration of an extreme 
degree. There was also some degenerative fatty 
infiltration. In the hematoxylin-eosin stain, the liver 
appears like a network in which the hepatic cells 
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Fig. 2. Same as Figure 1. Sudan III Stain. 


marked cloudy swelling, simple necrosis, advanced 
degenerative fatty infiltration of the renal tubules 
which is confined to the basal membranes of the 
tubular epithelium and recent hemorrhages into 
renal pelves. 

Diagnosis: “Mushroom poisoning.” Early sub- 
acute yellow atrophy of the liver. Marked gener- 
alized hemorrhagic diathesis. Degenerative fatty in- 
filtration in myocardium and kidney tubules. Ter- 
minal cardio-respiratory death. Active entero-colitis 
and gastritis. Thymico-lymphatic constitution. Old 
splenic and mediastinal tuberculosis. 


Related Case 


A day after this patient’s admission his wife was 
admitted to the hospital with symptoms which were 
very much more severe than her husband’s. The 
morning after the mushroom dinner she started to 
vomit profusely and had severe diarrhea and ab- 
dominal pain which lasted until her admission on 
October 17. On admission she was very weak and 
appeared quite ill. She was slightly icteric. There 
were multiple petechial hemorrhages in the skin of 
the chest. The abdomen was slightly distended. 
Blood pressure was 119/60, temperature 98.2, pulse 
92, respiration 25. The urine showed continuously 
a trace of albumen and 4 plus pus. Sugar was 


- also 4 plus, but this disappeared after a week. 


RBC went down to 3,600,000, Hb to 70 per cent, 
the WBC was constantly 8,000. The diarrhea ceased 
soon while the vomiting persisted. Her tempera- 
ture was irregular, going up to 102. A blood trans- 
fusion was followed by a marked improvement in 
the patient’s condition. The icterus disappeared 
and the vomiting ceased. She was discharged as 
cured eight days after admission. 


Comment 


The case described above reveals two in- 
teresting points: The acute yellow atrophy 
of the liver caused by a hepatotoxic sub- 
stance in Amanita Phalloidess and a very 
peculiar discrepancy between clinical and 
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pathological pictures. That the condition 
was actually caused by the ingestion of poi- 
sonous mushrooms seems beyond doubt, al- 
though there was no definite proof. The ap- 
pearance of symptoms in two members of 
the same family several hours following a 
mushroom meal practically excludes any 
other condition, especially if we take into 
consideration the fact that the anatomical 
findings described match entirely those of 
similar cases reported in the literature. The 


description of the fungi by the relatives sug-. 


gested strongly that the poisonous mush- 
room was Amanita Phalloides. 


It seems exceedingly difficult to explain 
the lack of severe symptoms without suffi- 
cient clinical information. Sections taken 
from different parts of the liver show uni- 
formly a complete destruction of function- 
ing hepatic tissue. Evidences of very early 
repair indicate that the destruction was not 
immediately followed by death. In spite of 
the marked anatomical changes, the patient 
did not show signs of the so-called hepatic 
coma. The sudden and unexpected death 
could be explained by the hemorrhage into 
the interventricular septum found at au- 
topsy. 

Anatomically, this case demonstrates 
three important features. First, the” severe 
change in the liver was the most outstand- 
ing finding as the direct cause of death. 
cond, the hemorrhagic diathesis is a part 
of the disease picture which was frequently 
described in the literature in similar cases. 
The question arises as to whether the hem- 
orrhages were due to the destruction of the 
liver per se, or were caused by the primary 
effect of the toxic substance. Hemorrhages 
were also found in the patient’s wife, al- 
though she had not shown severe signs of 
damage of the liver, save a moderate icterus 
which disappeared after a few days. Con- 
sidering also the fact that at autopsy most 
hemorrhages were found at the mesenteric- 
enteric and mesocolic-colic borders, the site 
of the absorption of the poisonous sub- 
stance, a direct effectyof the toxin appears 
most plausible. The“third condition was the 
extensive degenerative fatty changes in kid- 
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neys and myocardium. These changes were 
unusually marked in our case and, accord- 
ing to the literature, seem to represent a 
regular finding in cases of mushroom poi- 





Fig. 3. Advanced degenerative fatty infiltration of renal 
tubules in a case of acute yellow atrophy of the liver fol- 
lowing mushroom poisoning. The fat, appearing black in 
the photomicrograph, is confined to the basal membranes of 
the tubular epithelium. Hematoxylin-eosin stain. Zeiss 
Planar 20 mm. 


soning with similar pathology in the liver. 
The complete recovery of the patient’s 
wife, in spite of more severe symptoms, in- 
dicates that in her case the principal effect 
of the toxic substance was outside the liver, 
probably in the intestinal tract only. 


Summary 


A case of acute yellow atrophy of the 
liver due to the ingestion of poisonous 
mushrooms (Amanita Phalloides) is report- 
ed with autopsy findings. Besides the 
changes in the liver, a marked hemorrhagic 
diathesis and degenerative fatty changes in 
kidneys and myocardium were found. 
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“Every man owes some of his time to the up- 
buslding of the profession to which he belongs.” 


—THEODORE ROOSEVELT. 





EDITORIAL 


A DANIEL COME TO JUDGMENT 


WE ARE in receipt of the Baltimore 
Sun of August 21, which contains a 
signed editorial by H. L. Mencken on the 
subject of “Medicine Under the New Deal.” 
Mr. Mencken had written an article which 


appeared in the same paper on August 5,’ 


which evidently did not please those inter- 
ested in controlling the medical profession. 
One of the number called on him following 
the publication of the first article to set him 
right, and to place before him the “facts.” 
This emissary of the New Deal went on to 
say that 


“The technology of medicine has made its great 
advances by trial and error; the arrangements un- 
der which patients have access to medical services 
must be kept subject to a like revision. It is silly 
to encourage experimentation in the medical lab- 
oratory and to forbid it in the realm of medical 
economics.” 
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This fairly represents, we think, the so- 
cial service or reformer’s viewpoint on the 
subject. Medicine has been so taken up 
with academic phases, the promotion of 
high standards of medical service, that it 
has neglected the means whereby those who 
need medical service may obtain it. In 
other words, the manufacturer goes on pro- 
ducing his wares and gives no thought to 
their distribution. Hence arise a new cult 
of salesmen or distributors, self appointed, 
who are going to take upon themselves the 
neglected task of distribution. 

The absurdity of this attitude is apparent 
to every member of every county or state 


‘medical society whose activities have been 


centered for years on the subject of making 
scientific medical service available to those 
in need of such service. The medical jour- 
nals have contained accounts at great length 
of schemes that have been put in force by 
county medical units throughout the United 
States who have endeavored with greater 
or less success to meet local needs. The 
plans adopted from time to time and altered 
to meet changed conditions are protean. In 
fact there are registered with the American 
Medical Association more than 3,500 plans, 
the purpose of which, among other things, 
is to effect a wider distribution of medical 
care among those in need of it. 

The medical profession, it goes without 
saying, refuses to be exploited or to be ori- 
ented by any lay group. It is a long story, 
but in essence, if the doctor is to perform 
his best services, he must be free. 

Mr. Mencken, in the above mentioned 
article, goes on to say that lawyers have 
fought and are fighting a prolonged battle 
against the practice of law by corporations, 
in order to prevent the deprofessionalizing 
of law, and he says that “all objections 
that these decent lawyers have brought 
against the practice of law by corporations 
are valid against the practice of medicine by 
corporations.” 


Mr. Mencken goes on to account for 
what he calls a disingenuous assault upon 
the medical profession. It did not originate, 
says he, in the department of justice. As 
to the origin of the furor against medicine, 
we will let Mr. Mencken tell it since he has 
expressed the feeling of many in the pro- 
fession. 


“It originated in quite other quarters and has been 
going on for a long while. There are doctors who 
aspire to office in the association (A.M.A.), with 
all the honors and dignities thereto appertaining, 


Jour. M.S.MLS. 








ee ae ae a ae 






SS oS FF ra ee Vee ae 6UUeULUCUCS 


tv 


Vs mm CP Oe 


| CD 


rt mn IQ © OD OD fra 


iS 


yr 


ey 
iS 
- 
iS 


on 
10 
th 
g, 








but do not seem to be able to get the necessary 
votes; they appear to believe that their chances 
would be better under some sort of medical new 
deal. And there are quacks who have felt the 
association’s heavy hand; they are against it on 
all counts and to the death. 

“Both these parties have been on the warpath for 
years. Of late, they have been joined by a mis- 
cellaneous rabble of pinks, some of them outright 
converts to the Moscow hooey and others members 
of the “I’m Not a Communist—But” Association. 
The aim of these brethren is to nationalize the pro- 
fession of medicine in the United States as it has 
been nationalized in Russia. Some of them say 
so frankly, and undertake to prove idiotically that 
the Russian system is better than the American. 
The rest, less honest, root for it without openly 
advocating it. 

“All the pink weeklies and other manic-depressive 
sheets are hot against the A.M.A. and belabor it 
constantly. They denounce it under the name of 
the medical trust and allege that its members are 
racketeers who rob their patients and oppress tthe 
poor. The justice and decency of these charges 
may be indicated by putting them into concrete 
terms. What they allege, in plain English, is that 
such men as Dr. Thomas S. Cullen, Dr. Dean Lewis 
and Dr. John T. Finney are racketeers and that 
scores of able and faithful men and women who 
labor in the Johns Hopkins and University of Mary- 
land dispensaries every day are oppressors of the 
poor.” 





GROUP HOSPITAL INSURANCE 


HE question,of what is to be included 

under hospital care is becoming recrud- 
escent. There are still members of the 
medical profession who are willing that 
roentgenology, pathology and anesthesia be 
included in any scheme of group hospital 
insurance. Those who advocate the inclu- 
sion of these services are apparently un- 
aware that they are making it easy for the 
inclusion of all medical and surgical services. 
This is particularly true, if the policy holder 
likes the sample. 

Everyone has a right to his own opinion. 
We would, therefore, be the last to attack 
any opponent’s position. Voltaire once said, 
“T do not agree with a thing you say, but I 
will fight to the last to secure you the right 
to say it.” If those who speak the loudest 
for the inclusion of such well defined med- 
ical specialties as roentgenology, pathology 
and anesthesia are really favorable to 
the inclusion of surgery in all its branches 
including obstetrics, and internal medicine 
as well, let their position be clear and un- 
mistakable. Everything is to be gained by 
knowing where the pros and; contras stand. 
If all hospitals are to become diagnostic cen- 
ters, then we will have some situation as 
follows: The profession will be divided into 
a very small group of diagnosticians, and a 
larger group of treaters. 
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The entire science of medicine has con- 
cerned itself largely with the subject of 
diagnosis. If there has been any advance 
in the last fifty years, it has been in this 
direction. Medical colleges have emphasized 
it in their curricula, we had sometimes 
thought almost at the expense of treatment. 
The quack and the irregular practitioner 
have paid little or no attention to diagnosis 
and practically all their attention to bizarre 
forms of treatment. It will be a sad day 
when the rank and file of practitioners of 
medicine trained in modern methods of 
diagnosis,admit their inability to go on, and 
rely on so-called diagnostic centers to per- 
form this important function for them. 
This would not apply to those sparsely pop- 
ulated portions of the State unable to sup- 
port a roentgenologist or specialist in clini- 
cal laboratory methods. It may develop that 
such facilities will require to be subsidized 
inasmuch as they are not entirely self-sup- 
porting. Medicine, however, has developed 
a number of defined independent specialties 
and its progress has been due in a large 
measure to concentration by the specialist. 

Our plea is that no part of medical care 
which includes diagnosis and treatment be in- 
cluded in any blanket group hospital insur- 
ance plan. It is in the interest of every mem- 
ber of the profession to preserve the integrity 
of every legitimate specialist group within 
the profession. In this way only can the 
continued progress in all that goes to make 
the high standard of medical care possible, 
be assured. 





DR. LUCE, PRESIDENT 


D® HENRY A. LUCE of Detroit, pres- 

ident-elect of the Michigan State Med- 
ical Society a year ago, has assumed the 
role of president. Dr. Luce comes to the 
position after a long and varied experience 
in medical affairs. He was president of the 
Wayne County Medical Society in the year 
1925-26. He has been a delegate to the 
Michigan State Medical Society for about 
twelve years and has occupied the position 
of speaker of the House of Delegates in 
the session 1934-1935. Dr. Luce has been a 
member of the House of Delegates of the 
American Medical Association for the fifth 
term. In the national body, he has given 
good account of himself. His services have 
been recognized to the effect that at the 
important special session of the House of 
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EDITORIAL 


Delegates of the American Medical Associa- 
tion, held in Chicago September 16 and 17, 
he was chosen as chairman of one of the 
very important reference committees. This 





Henry A. Luce. M.D. 


is a distinct compliment to the medical pro- 
fession of the state as well as to Dr. Luce 

He is a member of the rank and file of 
practicing physicians inasmuch as he has 
served his community in practice for a 
third of a century. All who have known Dr. 
Luce intimately have found him at all times 
courteous and obliging, never too busy to go 
out of his way to do a favor. As is seen, 
he has given his time unstintingly to organ- 
ized medicine in this state. What better rec- 
ognition of service performed could one re- 
ceive than the highest office in the gift of 
those who know him best? 





DR. CORBUS, PRESIDENT-ELECT 
R. BURTON R. CORBUS of Grand 


Rapids has been selected as president- | 


elect of the Michigan State Medical Society. 
With the years of service that Dr. Corbus 
has rendered organized medicine in this 
state, little more is necessary than to enu- 
merate those services. As Councillor from 
the Fifth District, Dr. Corbus has served 
not only Grand Rapids and Kent County 
physicians, he has also been Chairman of 
the Council up to his resignation in 1936. 
Following the resignation of Dr. Warnshuis, 
Dr. Corbus was made acting secretary of 
the Society, a position in which the incum- 
bent becomes intimately acquainted with the 
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minute details of the organization. His ex- 
perience also as chairman of the Council 
as well as the Executive Committee of the 
Council has fitted him admirably for the 
position which he now asumes as president- 
elect and which he will assume a year hence 
as president of the society. 

Dr. Corbus was graduated from the Uni- 
versity of Illinois in 1900, with the com- 
bined degrees of B.S. and M.D. He has 
practiced continuously in Grand Rapids 
since 1906, where he has confined his work 
to internal medicine. His ability in his own 
city has been recognized as chief of the 
staff of the Butterworth Hospital for five 
years. He was president of the Kent County 
Medical Society in 1912. Dr. Corbus is a 
fellow of the American College of Physi- 
cians and a member of the Gastroentero- 
logical Association. With the appointment 
of a successor as secretary of the Michigan 
State Medical Society in the person of Dr. 
L. Fernald Foster, Dr. Corbus retired from 
his erstwhile activities in organized med- 
icine. Not entirely, however, for since the 
resignation of President Ruthven as chair- 
man of the Joint Committee on Health Ed- 





Burton R. Corsus, M.D. 


ucation, Dr. Corbus was appointed to this 
position in which he is now active in the 
education of the public in the populariza- 
tion of medical knowledge. This itself has 
become a very important activity of the 
Joint Committee, which not only includes 
the Michigan State Medical Society, but a 
score of allied organizations whose inter- 
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EDITORIAL 


est is public and private health. Both the 
Michigan State Medical Society and Dr. 
Corbus are to be congratulated on the doc- 
tor’s appointment as president-elect for 


1938-39. 





DIET AND HISTORY 


Siew effect of diet on peoples may be 
sought in other quarters than physio- 
logical. So important are many articles of 
food that wars have been precipitated to 
procure or insure a supply of them; or 
strange institutions may grow out of the 
gustatory urge. The human race has al- 
ways craved for sweet, hence the desire for 
sugar. Sugar from the Orient was known 
to the ancient Greeks but was used by them 
as medicine and was also so regarded by 
the Crusaders of the 13th century. The 
word saccharum as used by Pliny in his 
natural history, meant white, fragile and 
medicinal. The ancient world depended en- 
tirely on honey to sweeten its food. Bees 
appeared to have a monopoly in the ancient 
world as the producers of the means of 
sweetening foods. So important were bees 
in the production of the all necessary honey 
that Virgil devoted a portion of the fourth 
book of the Georgics to the subject of the 
rearing and culture of bees, giving specific 
directions as to their care. Later—much 
later—this monopoly was shared with sugar 
cane and later still with sugar beet. Sugar 
cane was introduced from India to Persia, 
thence to Egypt and to Spain, and we have 
it on good authority that it was introduced 
in the West Indies by Columbus on his sec- 
ond voyage. Sugar was first produced from 
sugar cane. Though the plant was known 
long before the Christian era, it did not 
assume much importance until after the 
discovery of America. The West Indies 
seemed peculiarly favorable for its cultiva- 
tion. While the quest of gold brought the 
Spanish westward, sugar was a good sec- 
ond, and it was not long after its intro- 
duction in the West Indies until we see its 
cultivation by slave labor. From negro 
slavery on the sugar plantations of the West 
Indies it was only a step to the northern 
mainland where slave labor came to be 
employed in the cultivation of tobacco, rice 
and cotton. Out of the movement to abol- 
ish slavery on this continent resulted the 
Civil War and one of the great decisive 
battles of the world. 

Long before the Battle of Gettysburg, 
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however, William Pitt captured the Sugar 
Islands and cut off from France her supply 
of sugar. Necessity is the mother of in- 
vention, however, and to meet the emer- 
gency, Napoleon mobilized the botanists and 
chemists of France and placed before them 
the problem of rendering their country in- 
dependent of the Indies. The result of their 
research was a new product, the sugar beet. 
Eventually, the market was captured from 
the cane sugar industry. The early sugar 
beets yielded only about six per cent sugar 
but by plant selection and breeding, sugar 
beets have been produced capable of yield- 
ing fifteen to twenty per cent sugar. The 
first beet sugar appeared in 1812. Commer- 
cial production in the United States dates 
from 1869. 

Thus we see sugar has become one of the 
most important articles of commerce which 
has had its influence on the fiscal policy of 
nations. Many of Great Britain’s troubles 
in India have been over the production of 
salt. The quest for spices as a means of dis- 
guising moldy and decaying foods in the 
long centuries before cold storage has led 
to voyages of discovery all of which in turn 
have modified events of history. 

Doubtless, sugar in a physiological sense 
has had its influence on the habits of nations, 
particularly in the way of supplying energy. 
It has during the past hundred years or 


more become one of the chief articles of 
diet. 





A.M.A. HOUSE OF DELEGATES 
DECLARES POLICY 


NE of the most momentous events in 
the annals of medicine was the special 
meeting of the House of Delegates of the 
American Medical Association which was 
held in the Palmer Hotel in Chicago on 
September 16. This was the third special 


‘meeting of the House of Delegates to be 


held in the history of the association. Ap- 
proximately 175 delegates from all over the 
United States attended the two-day meeting. 
The House of Delegates, as is well known. 
constitutes the only body authorized to 
speak for the organized medical profession 
of the United States. The meeting was held 
for the purpose of drafting a policy inci- 
dent upon the national health program 
which resulted from the deliberations of the 
National Health Conference which met at 
Washington on July 18, 19 and 20 of this 
year. This JouRNAL has already given the 
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substance of the deliberations of the Na- 
tional Health Conference (Page 833, Sep- 
tember number of the Journat M.S.M.S.). 
Three of the proposals called for the huge 
sum of $850,000,000 in the interests of 
public and private health, half of which sum 
was to be provided by the Federal Govern- 
ment, the other half by the various states 
and counties. 

Michigan was well represented at the 
special meeting of the House of Delegates 
with five delegates, Drs. H. A. Luce 
of Detroit, Claude Keyport of Grayling, 
Thomas Gruber of Detroit, L. G. Christian 
of Lansing, J. D. Brook of Granville, and 
B. R. Shurley representing the section on 
otolaryngology. In addition to these were 
Dr. Henry Cook, and Dr. L. Fernald Fos- 
ter, president and secretary of the Michigan 
State Medical Society, Dr. Paul Urmston, 
Chairman of the council, Dr. Martin Hoff- 
man, vice-chairman of the House of Dele- 
gates of the Michigan State Medical So- 
ciety, and Dr. J. H. Dempster, editor of the 
JOURNAL. 

The forenoon session was devoted to ad- 
dresses by Dr. H. H. Shoulders of Ten- 
nessee, speaker of the House of Delegates, 
Dr. Irvin Abell, president of the American 
Medical Association, Dr. Rock Sleyster, 
president-elect, and Dr. Arthur H. Booth, 
chairman of the board of trustees. Follow- 
ing the addresses, numerous resolutions 
were presented from the floor of the House. 
These were referred to the appropriate com- 
mittees chosen by the speaker. Members 
of these special committees on resolutions 
were chosen from wide geographical areas 
of the United States. After mature deliber- 
ation on the part of the various committees, 
their recommendations were placed before 
the House of Delegates as a whole with the 
result that the following report of the Com- 
mittee to Consider the National Health 
Program was agreed upon. 


Since it is evident that the physicians of this na- 
tion, as represented by the members of this House 
of Delegates convened in Special Session, favor 
definite and decisive action now, your Committee 
submits the following for your approval: 


Recommendation I. 


Expansion of Public Health Service. 


1. The establishment of a federal department of 
health, with a secretary who shall be a doctor of 
medicine and a member of the President’s Cabinet. 

2. The general principles outlined by the technical 
committee for the expansion of public health and 
maternal and child health services are approved, and 
the American Medical Association definitely seeks 
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to cooperate in developing efficient and economical 
ways and means of putting into effect this recom- 
mendation. 

Any expenditure made for the expansion of pub- 
lic health and maternal and child health services 
should not include the treatment of disease, except 
insofar as this cannot be successfully accomplished 
through the private practitioner. 


Recommendation II. 


Expansion of Hospital Facilities. 

1. We favor the expansion of general hospital 
facilities where need exists. The hospital situation 
would indicate that there is at present greater need 
for the use of existing facilities than for additional 
hospitals. We heartily favor the approval of the 
recommendation of the technical committee per- 
taining to the use of existing hospital facilities. The 
stability and efficiency of many existing church and 
voluntary hospitals could be assured by payment to 
them of the cost of the necessary hospitalization of 
the medically indigent. 


Recommendation III. 


Medical Care for the Medically Needy. 

1. We advocate recognition of the principle that 
the complete medical care of the indigent is a re- 
sponsibility of the community medical and allied pro- 
fessions, and that such care should be organized by 
local government units and supported by tax funds. 
Since the indigent now constitute a large group in 
the population, we recognize that the necessity for 
state aid for medical care may arise in poorer com- 
munities and the federal government may need to 
provide funds when thé state is unable to meet 
these emergencies. Reports of the Bureau of the 
Census, of the U. S. Public Health Service and of 
life insurance companies show that great progress 
has been made in the United States in the reduc- 
tion of morbidity and mortality among all classes 
of people. This reflects the good quality of medical 
care now provided. We wish to see continued and 
improved the methods and practices which have 
brought us to this present high plane. We wish to 
see established well-codrdinated programs in the 
various states in the nation for improvement of 
food, housing, and the other environmental condi- 
tions which have the greatest influence on the 
health of our citizens. We wish also to see estab- 
lished a definite and far-reaching public health 
program for the education and information of all 
the people, in order that they may take advantage 
of the present medical service available in this 
country. In the days of the vanishing support of 
philanthropy, the medical profession as a whole 
will welcome the appropriation of funds to provide 
medical care for the medically needy, providing first, 
that the public welfare administration procedures 
are simplified and codrdinated; and second, that the 


- provision of medical services is arranged by re- 


sponsible, local public officials, in codperation with 
the local medical profession and its allied groups. 
We feel that in each state a system should be de- 
veloped to meet the recommendation of the Na- 
tional Health Conference, in conformity with its 
suggestion that “the rdle of the federal government 
should be principally that of giving financial and 
technical aid to states in their development of sound 
programs through procedures largely of their own 
choice.” 


Recommendation IV. 


General Program of Medical Care. 

We approve the principle of hospital service in- 
surance which is being widely adopted throughout 
the country. It is capable of great expansion along 
sound lines and we particularly recommend it as a 
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community project. Experience in the operation of 
hospital service insurance or group hospitalization 
plans has demonstrated that the plans should con- 
fine themselves to provision of hospital facilities 
and should not include any type of medical care. 
We recognize that health needs and means to sup- 
ply needs vary throughout the United States. Stud- 
ies indicate that the health needs are not identical 
in different localities, but that they usually depend 
on local conditions and therefore are primarily lo- 
cal problems. 

We, therefore, encourage county or district med- 
ical societies, with the approval of the state medical 
society of which each is a component part, to develop 
appropriate means to meet their local requirements. 
In addition to insurance for hospitalization, we be- 
lieve it is practicable to develop cash indemnity in- 
surance plans to cover in whole or in part the costs 
of emergency or prolonged illness. Agencies set up 
to provide such insurance should comply with state 
statutes and regulations, to insure their soundness 
and financial responsibility, and have the approval 
of the county and state medical societies under which 
they operate 

We are not willing to foster any system of com- 
pulsory health insurance. We are convinced that it 
is a complicated bureaucratic system which has no 
place in a democratic state. It will undoubtedly set 
up a far-reaching tax system with great increase 
in the cost of government that would lend itself to 
political control and manipulation. 

We recognize the soundness of the principles of 
wokmen’s compensation laws and recommend the 
expansion of such legislation to provide for meeting 
the cost of illness sustained as a result of employ- 
ment in industry. We repéat our conviction that 
voluntary indemnity insurance may assist many in- 
come groups to finance their sickness costs without 
subsidy. Further development of group hospitaliza- 
tion and establishment of insurance plans on the 
indemnity principle to cover the cost of illness will 
assist in solution of these problems. 


Recommendation V. 


Sickness Insurance Against Loss of Wages Dur- 
ing Sickness. 

In essence, the recommendation deals with com- 
pensation of loss of wages during sickness. We 
unreservedly endorse this principle, as it has dis- 
tinct influence toward recovery and tends to reduce 
permanent disability. It is, however, in the interest 
of good medical care that the attending physician 
be relieved of the duty of certification of illness 
and of recovery, which function should be performed 
by qualified medical employees of the disbursing 
agent. 

To facilitate the accomplishment of these ob- 
jectives, we recommend that a committee of not 
more than seven physicians representative of the 
practicing profession, under the chairmanship of Dr. 
Irvin Abell, President of the American Medical As- 
sociation, be appointed by the Speaker to confer 
and consult with the proper Federal representatives 
relative to the proposed National Health Program. 

The above report was unanimously adopted by 
the House of Delegates of the American Medical 
Association. 


Seven physicians were appointed as a 
body to consult with Federal authorities on 
the national health program. They are Dr. 
Irvin Abell of Louisville, Ky., president 
of the Medical Association; Dr. Edward H. 
Cary of Dallas, Texas; Dr. Walter E. Vest 
of Huntington, W. Va.; Dr. Walter Don- 
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aldson of Pittsburgh, Pa.; Dr. Fred Ran- 
kin of Lexington, Ky.; Dr. Frederick Son- 
dern of New York City; and Dr. Henry A. 
Luce of Detroit, Michigan, president of 
the Michigan State Medical Society. 

In the addresses preliminary to the peti- 
tions presented to the House of Delegates, 
Dr. Abell, the president of the American 
Medical Association, referring to the Na- 
tional Health Conference, drew attention to 
the fact that the National Health Confer- 
ence did not itself come to any definite con- 
clusions. The program of the Conference, 
however, was supported by representatives 
of the various governmental departments. 
He also said that many of the lay members 
and attendants gave unqualified endorse- 
ment to the program as a whole or in part. 
The representatives of the American Med- 
ical Association refrained from making sug- 
gestions, declaring that to be a function of 
the House of Delegates, which was the only 
representative body of the American Med- 
ical Association. The occasion was unique 
inasmuch as a vast plan for effecting health 
and medical care had been proposed to the 
people without calling the organized med- 
ical profession or any considerable repre- 
sentation among those engaged in practice 
into the conference. The forces of propa- 
ganda had evidently concluded that the 
American Medical Association opposed all 
change and that it was essentially a stand- 
pat organization. Dr. Abell felt that the 
time was ripe for a wider dissemination of 
the truth as to what had been accomplished 
by the American Medical Association for 
the people of the United States, and its true 
attitude towards changes that are occurring 
in and that are being proposed for the med- 
ical care of the people. 


The American Medical Association had 
constantly recognized the continued expan- 
sion of preventive medicine and a wider use 
of medical care, he said. While this was 
true, the profession has at the same time 
been greatly concerned with the methods of 
administering medical care and with the 
ultimate effect of the various changes on 
the morale as well as the health of the peo- 
ple. 

He claimed that, as a professional man, 
the individual physician had the right to de- 
termine the conditions of his service. Dr. 
Abell went on to say that hundreds of ex- 
periments in the distribution of medical care 
had been carried on in the past and are now 
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being carried on by medical societies which 
are component parts of the state and nation- 
al organizations. The American Medical 
Association had never opposed the principle 
of group hospital insurance. It had, how- 
ever, opposed the adoption of any form of 
state medicine, as well as the endorsement 
of vague plans that would make the care 
of the indigent and of those on the border 
line of indigency and those well able to pay, 
a burden on the taxpayer. 


Dr. Rock Sleyster, president-elect, re- 
ferred to the well-defined propaganda fin- 
anced and skillfully directed by professional 
promoters and carefully disguised in the 
name of humanitarianism. The emphasis 
was placed upon the alleged inadequacy of 
medical acre with very little stress upon the 
fact that the great part of the population 
was ill-fed, ill-housed and ill-clothed. Lit- 
tle was said, according to Dr. Sleyster, of 
these conditions which really created the 
medical problem. “The physical needs,” he 
said, “as a contributing cause to the illness 
get scant attention, with the spotlight fo- 
cused only on medical needs. The cart is 
put before the horse and unemployment i- 
blamed to illness instead of illness to the 
needs created by unemployment. All of 
this in the face of millions in the ranks 
of the unemployed who are physically well, 
and unable to find work. The cause and ef- 
fect are ignored and we are asked to con- 
centrate on the effects and ignore the 
causes.” 


In spite of the fact, continued Dr. Sley- 
ster, that no science during the past fifty 
years had advanced so rapidly as medicine 
and that no benefits had been brought so 
promptly and unselfishly to the people, clev- 
erly prepared and financed propaganda had 
been framed to show up medicine as back- 
ward, selfish and indifferent to the public 


need. The speaker went on to describe the 


lives of physicians whose time was given un- 
stintingly to relief of suffering and improve- 
ment of the quality of medical care. 





The Great Seal of Michigan 


In 1835 an act was passed by the State of Michigan 
to provide for a seal. As familiar as we are with 
this seal, few can describe it accurately. 

The shield in the center shows a peninsula extend- 
ing into a lake, with the sun ising, and a man stand- 
ing on the peninsula, a gun in his hand. Across the 
top of the shield is found the Latin word “Tuebor,” 
which means, “I will defend.” Underneath the shield 
appears the inscription “Si queris peninsulam ame- 
nam circumspice,” which translates, “If you seek a 
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pleasant peninsula, look about you.” 


Supporting the 
shield on either side are a moose and an elk. Over 


the whole, on a crest, is found the eagle of the 
United States, with the motto, “E pluribus unum,” 
which means, “From many, one.’ 

“Tuebor” has reference to the then frontier posi- 
tion of Michigan. Michigan was close to the British 
territory at the time the seal was designed and on 
her devolved the defense, not only of her soil, but 
also of the States south and east and west. 

The eagle evidently symbolizes the superior au- 
thority and jurisdiction of the United States. 

The motto “If you seek a pleasant peninsula, look 
about you,” was suggested by Governor Cass and 
is said to be based on the mural inscription in St. 
Paul’s Cathedral, London, commemorating its archi- 
tect, Sir Christopher Wren: “If you seek his monu- 
ment, look about you,” referring to the cathedral 
itself, the product of his genius. 

“E pluribus unum” is descriptive of the forma- 
tion of one national state from many states. 





The House of Delegates of the Medical Society 
of the State of New York, at its meeting of May 9, 
1938, adopted a report of a special committee rel- 
ative to the provision of medical care: 


“We believe,” the report stated, “that it is the function 
of state and local welfare authorities to provide material 
relief for indigents, and to certify as to the eligibility of 
indigents to receive medical care, but not to direct the 
provision of this care. 

“We believe that it is then the duty of the state med- 
ical society to provide competent medical care to these 
certified indigents, care properly controlled and disciplined 
under machinery similar to the Workmen’s Compensation 
Law provision, which has already demonstrated its ability 
to function satisfactorily.” 


(In New York State, any physician who is cer- 
tified by his county medical society as qualified to 
render service to employees under the Workmen’s 
Compensation Act, is authorized by law to do so 
on the family physician-patient basis.) 

The special committee, in stating that it conceived 
its task to formulate a broad and fundamental policy 
to be followed in dealing with each problem, fur- 
ther stated: “It is the duty and prerogative of phys- 
icians to provide competent professional service, 
properly controlled and disciplined by themselves, 
and not by laymen, nor by government bureau or 
officials; it is equally the prerogative and duty of 
properly qualified non-medical persons or agencies to 
provide the facilities and financial support for this 
competent medical care with strict adherence to the 
following three fundamental problems: 


“1, That any plan maintains or raises the standard of 
quality medical care. 

2. That any plan provides a fair and reasonable remun- 
eration on an ethical basis. 

3. That any plan does not involve, directly or indirectly, 
the interposition of a third party, as regards medical 
matters, between the patient and the physician of 
his choice.” 


Preventive Medicine 
Another portion of the New York report read 
as follows: 


“It is the opinion of the committee that the average 
physician is still so occupied with the problems of cur- 
ative medicine that he lacks awareness of his responsibility 
in the field of preventive medicine. Our efforts in this 
direction would be materially aided if there could be de- 
veloped a greater degree of codperation on the part of public 
health officials generally in enlisting the participation of 
private practitioners in preventive medical work.” 


Michigan seems to be more fortunate than New 
York in this regard. 


Jour. M.S.M.S. 
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President's Page 


POLITICIAN OR PARASITE 


HICH are you? Many physicians are referred to by their 

brother physicians as medical politicians. Webster defines a 
politician as one versed in or devoted to politics. Politics is defined 
as the art or science of government. Are you devoting sufficient of 
your energies toward the success of your medical organization? Or- 
ganized medicine always has labored for social good. Whether you like 
it or not the distribution of your services, your security, your part in 
the social fabric is all too rapidly becoming involved in the general 
policies of government. Organized medicine stands for your welfare 
as well as the welfare of the public. You may have been a parasite 
formerly living off the bounty of the fruits that medical science has 
garnered for humanity, but if you do not become active in your organ- 
ization and active in governmental affairs generally, the whole of so- 


ciety, as well as you yourself, will suffer. 


Yours with fortiter in re. 


Anyi, 


President Michigan State Medical Society 





























DEPARTMENT OF SOCIETY ACTIVITY 


L. FERNALD Foster, M.D., Secretary 
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THE 1938 ANNUAL SESSION 


HE 73rd annual meeting of the So- 

ciety at the Hotel Book-Cadillac in De- 
troit was the most outstanding session in 
the history of the Society, both from the 
standpoint of the record attendance as well 
as the excellent program presented. 


That the meetings were attended by such 
a record number of members of the Society 
from all parts of the State, is evidence of 
the active interest Michigan physicians are 
taking not only in the scientific advances in 
medicine but also in the promotion of sound 
principles of medical economics. 


Possibly, no other State Society can boast 
of a finer proportionate attendance at an 
annual meeting than we can in Michigan. 
Physicians from other states who attended 
the sessions this year said that the Society 
had the best-balanced program they ever 
had seen. 


The two innovations on this year’s pro- 
grams, the Conference for Internes and Res- 
idents, and the Symposium on “The Busi- 
ness Side of Medicine,” proved to be even 
more successful than had been expected. 
The attendance at both gave evidence that 
the two meetings were features that have a 
definite value and meet a need previously 
unfilled. 


The committees responsible for the scien- 
tific programs are entitled to the thanks of 
the entire Society for their excellent work. 
The wide array of subjects covered and the 
high standing of the men who presented 
papers, constituted a tribute to the medical 


profession of Michigan. Such outstanding | 


men are not prone to devote the time and 
energy necessary to prepare and present such 
papers unless they feel their audiences will 
be worthy of their efforts. 

Not of the least value to the members at- 
tending the sessions was the unusually large 
and fine array of exhibits. A total of 76 
exhibitors had booths at the convention and 
the time and expense they expended on their 
exhibits also testified to the high regard in 
which Michigan physicians are held. Their 
exhibits were an education and inspiration 
to everyone. 
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Now that the 1938 meeting has passed 
into history, our eyes are directed forward 
into 1939 and toward the goal of making 
next year’s session even bigger and better. 





THANK YOU 


Y our Council and Officers express their 

sincere appreciation of the professional 
interest and enthusiasm as evidenced by its 
attendance at the Health Conference in 
Lansing. Over five hundred physicians, 
members of the State Society, attended the 
sessions of the conference and contributed 
much sound thinking and expression to its 
deliberations. 

The momentous problems of present-day 
medical practice can and will be solved to 
the advantage of both the public and med- 
ical profession by such sustained interest as 
was demonstrated at the Michigan Health 
Conference. 





MICHIGAN SALES TAX 
AND PHYSICIANS 


"THE regulation issued effective June 1, 
1938, relative to physicians, surgeons 
and other professional men is as follows: 
“Sales of tangible personal property to persons 
engaged in rendering a professional service as 
physicians, veterinarians, architects, artists, et cetera, 
are sales for consumption and use incident to such 
service and are subject to the tax. ; 
“When members of the various professions make 
sales of items, distinct and apart from the rendi- 


tion of professional service, they are subject to the 
provisions of the Sales Tax Act.” 


Under this regulation the person selling to 
such professional men is liable for the tax 
on all sales of equipment or medicine used by 
such persons in the practice of their profes- 
sion. Where such professional men pur- 
chase their material and equipment from 
some source outside the State of Michigan 
upon which no other sales or use tax has 
been paid such purchasers are then liable 
for the Michigan Use Tax on such pur- 
chases as they may make from without the 
State of Michigan. 

Where such professional men in the prac- 


Jour. M.S.M.S. 
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tice of their professions also prescribe and 
furnish medicine to their patients they are 
not considered to be selling tangible personal 
property at retail and are therefore not re- 
quired to obtain a sales tax license. How- 
ever, where such professional men also 
maintain a retail establishment where they 
dispense medicine and other material to 
customers at retail without also at the same 
time furnishing them with medical service 
they are then construed to be making sales 
of tangible personal property at retail and 
in such case are required to obtain a sales 
tax license. 


Sale of Eyeglasses 


With reference to the sale of eyeglasses, 
a new regulation becomes effective Septem- 
ber lst governing the sale of this material. 

Effective September 1, 1938, opticians 
and optical supply houses will be considered 
to make sales at retail whether their sale is 
made to the ultimate customer or to an 
oculist or other physician. Such oculist or 
other physician shall be construed to be the 
consumer of such optical supplies as he pur- 
chases for his patients on the ground that 
he uses them in rendering a_ professional 
service to his patients. 

However, where such oculist or other 
physician purchases optical supplies for his 
patients from outside the State of Michigan 
they shall then be considered to be making 
purchases for their own storage, use or 
consumption and shall be liable for the Mich- 
igan use tax as purchasers of such material. 
They are considered to be the users of such 
material in rendering a professional service. 





THE JOURNAL OF THE MICHIGAN 
STATE MEDICAL SOCIETY 


Oh wad some power the giftie gie us 
To see oursels as others see us! 
It wad frae monie a blunder free us 
An’ foolish notion. 
Burns. 


HE members of the Michigan State 

Medical Society have, within the past 
few months, received questionnaires, relat- 
ing to the various departments which appear 
from time to time in THE JOURNAL of the 
Michigan State Medical Society. It is 
scarcely necessary to repeat that THE JouR- 
NAL is the property of the Michigan State 
Medical Society, and is issued by the Coun- 
cil. The immediate administration of THE 
JOURNAL is in the hands of the Publication 
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Committee, appointed by the Council, which 
has felt that, under the editorship of James 
H. Dempster, M.D., Detroit, THE JOURNAL 
of the Michigan State Medical Society has 
not only maintained a high standard of 
quality in its scientific presentations, but has 
instituted a number of interesting innova- 
tions in the “Society” section of the maga- 
zine. It is the desire of the Council that 
THE JOURNAL meet the requirements of the 
members as a whole to as great an extent as 
possible. With this object in view, a ques- 
tionnaire was issued. While the responses 
were not 100 per cent (no questionnaire of 
any description has ever been met with 100 
per cent replies), still we may assume that 
the three hundred, more or less, represent a 
cross-section of the opinion of the member- 
ship of the medical society. 

The most impressive result of the survey 
was the membership’s sterline appreciation 
of the scientific quality of THE JoURNAL, 
and their general appreciation of the work 
of the editor. 

The selection of contributed or scientific 
papers is almost entirely the function of the 
editor. “Selection” is the proper word, in- 
asmuch as during the past decade, medical 
writers in this state have been so prolific 
that it has not been possible to include all 
papers submitted. Many have been re- 
turned, owing to lack of space. Only papers 
prepared by members of the state and coun- 
ty medical societies and by physicians and 
surgeons outside, whose papers were pre- 
sented before Michigan medical audiences, 
have been accepted for publication, so that 
THE JOURNAL has been maintained distinct- 
ly a state medical journal. 


The table included here is that of ex- 
pressed opinion of various features of THE 
JouRNAL. In about half the returns, instead 
of expressing a preferential opinion, such as 
first, second, third, fourth, the readers 
checked off the features of THE JOURNAL 
which interested them from month to 
month. The other spaces were left blank. 
These checks are represented in the groups 
in the first column. The remainder of the 
table shows the departments in which pref- 
erences were expressed. For instance, sixty- 
four gave scientific articles first choice; 
four, third choice; one, fourth choice; one, 
the sixth; and one, the eighth. 


The members were invited to make sug- 
gestions how THE JOURNAL might be im- 
proved. These are given in quotation. All 
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are given in the language in which they 
were written without any attempt on the 
part of the committee to edit or make a se- 
lection. The publication committee is grate- 
ful to those who replied to the question- 
naire. Every effort will be made to carry 
out the suggestions made, so far as possible. 


A. S. Brunk, M.D., Chairman 
Publication Committee 
x * * 


WHAT FEATURES WOULD YOU 
RECOMMEND FOR THE JOURNAL? 


Give us articles on common problems and pro- 
cedures, also have a page on what not to do in medi- 
cal or surgical problems. 

Good scientific articles by outstanding specialists. 

Articles by leading clinicians summarizing knowl- 
edge to date concerning etiology, diagnosis and 
treatment of well known diseases. 

Therapy, local diseases, common ailments, et 
cetera. 

More glorifying of the private physician’s office as 
the best and cheapest community health center. 

Obtain the best scientific articles. Ivy’s article is 
an example of the best. 

I consider THE JouRNAL one of the best state 
journals. I have no suggestion to make. I am well 
satisfied. 

More scientific articles of more scientific grade. 
Try and make the articles published of similar grade 
as seen in the New England Medical and Surgical 
Journal, formerly The Boston Medical and Surgical 
Journal. Try and get contributions from profes- 
sors at Michigan and Wayne. 

Medical histories. 

Would suggest the relationship of the general 


practitioner to the specialist, ie, the family physi- 


cian, who encounters all sorts of problems. 

There is no such thing as business side of medi- 
cine. Medicine is not a business. 

Symposia. 

Reports on Legal Interpretations of New Michi- 
gan Workmen’s Compensation Acts. 

Encourage postgraduate study and unity of or- 
ganization. 

Surgical and diagnostic office procedures. 

_ THE JOURNAL is a very fine publication. No par- 
ticular suggestions as to improvement. 

No suggestions. You are doing a good job. 

More medical economics. 

Reprints of various papers read at the county 
society meetings, 

Résumé of papers given by outstanding speakers 
before the various county society meetings. 

Best journal that comes in. 

Encouragement to younger men who are eager to 
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write and to see their names in print. It is a journal 
belonging to them, and the articles printed should 
not be so largely those of nationally known men 
for the national journals can well take care of their 
prolific and repetitious over-production of articles. 
Let the younger men know that short, stimulating 
articles are very acceptable at editorial headquarters 
and that they will be printed if they measure up to 
standards. 


Scientific articles by out-of-state men. 


One or two top-notch clinical papers, together with 
a larger number of short, snappy case reports. 


In view of general trends, more mental hygiene 
and psychiatry, more book reviews. 


When dosages are given in grams in medical arti- 
cles, the equivalent in grains should be given in 
parentheses. 


In the ten days following receipt of THE JoURNAL, 
I have read every page. 


We have neglected the historical medicine. There 
is much to be learned from the history of medicine; 
it is likewise applicable to our present time. The 
past teaches the future. An occasional article on 
historical medicine would be excellent. 


A very readable and worthwhile publication. 


I think the “Business Side of Medicine” could be 
enlarged to help everyday problems. 

The papers are good. THE JouRNAL is a fine pa- 
per, individually and collectively, and a fine credit to 
its editor. 

All possible articles dealing with the keeping of 
“private medical practice” and discouraging socia- 
listic and state medicine tendencies. 

Articles that touch upon practice points of service 
in every-day practice. 

Good general medical articles. 

A monthly review of one or more case histories 
with treatment, discussion, diagnosis and pathologi- 
cal report similar to Cabot’s cases in the New Eng- 
land Medical Journal. This could be done by some 
member of the University Hospital staff. 

More illustrations. 

Abstracts, brief ones, of recent new contributions 
to medicine from other journals. 

A department treating of the non-medical pursuits 
of doctors, such as music, literature, art, etc. 

“Safety on the Highways,” and “The Doctor and 
Religion.” 

As high class a scientific section as possible. Cur- 
tail the remainder. 

Scientific articles which are original with new 
thoughts and suggestions instead of rehashing of 
other doctors’ so-called original articles. 

I think it is about O.K. Might add some cases 
and their special handling. 

Procurement of better codperation of County So- 
ciety Secretaries for better news reports. : 

Do something to prevent signs of “Chiropractic 
Physician and Surgeon.” 


Jour. M.S.M.S. 




















Keep papers short. More case reports. More case 
reports in patients who get well. Most case reports 
are accompanied by an autopsy report. 

Many articles read at the State Medical meeting 
are published too late. 

I believe THE JOURNAL is an unnecessary expense. 
The field for the scientific articles is more than cov- 
ered by the other journals which we all take; and 
the other items, the “Society News,” et cetera, are 
quite superfluous. 

Variety of subject matter is good, especially scien- 
tific articles. It should be remembered, however, 
that the greatest handicap to the general practitioner 
in the application of information gained in many 
of the articles is difficulty in carrying out concur- 
rent laboratory examinations and check-up. 

I try to read THE JouRNAL from the front to back 
cover each month. No preference. All good. 

More on economic problems. 

Scientific and medical economics. 

Bigger bibliographies on authors of current arti- 
cles. 

More news items about what members are doing, 
personals. County Society reports now are dry and 
uninteresting to me. 

Question and answer department. 

Personal experience records would interest most. 

It is fine as it is. 

I like the entire layout of THE JourNAL. How 
would a department devoted to Industrial Medicine 
and Surgery impress you? 

Active crusade against medical competition by pri- 
vate groups and hospitals. Advise advertising on 


the idea—“Is your doctor a member of the 
M.S.M.S.?” The others advertise freely to our 
detriment. 


No suggestions. 

Best journal in U. S. A. 

O. K. as is. 

I believe the present set-up is satisfactory. Many 
doctors think a journal is more readable if the sheet 
is not glossy. 

More scientific investigation in obstetrics. Almost 
every obstetrician does abortions (so-called within 
the law). This is not getting to the seat of the trou- 
ble, nor is it helping the race. 

Do not believe it could be improved upon. 

I read the entire JouRNAL from cover to cover. 

More advertisers, very short articles good to older 
men. 

More on attitude of A.M.A. on meeting problems 
of threatened socialized medicine. 

Economics—more detailed information needed. 

Essays by practicing physicians indicating how 
medicine may be modernized so as to improve the 
general health of the average individual. 

Physicians’ problems answered. 

JOURNAL is excellent as it stands. 

Have no suggestions. Just keep on making it a 
good medical journal. 

— and sport sections for out of town (trips in 
state). 

Tonics (no sedatives, we have enough). 

Interesting case reports with comments or dis- 
cussion (viz. British Journal of Surgery). 

Something of medical practice in other countries. 

Shorter scientific articles. 

Articles on common diseases, rather than rare 
cases, 

Traumatic surgery. 

Collection of papers on definite subjects, such as 
symposium on “Cancer” or on “Abdominal Surgery,” 
or “Anemias,” et cetera. 

I think your JournaL has a very well rounded 
Program. It is rather hard to list the subjects in the 
order of interest to me. They’re all interesting. 


This is one of the best journals in circulation for 
State use. 


Octoser, 1938 
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More of the articles should be subheaded. 

Reports of investigation and prosecution of irreg- 
ular and cult practice; medico-legal abstracts simi- 
lar to J.A.M.A.; more on medical economics. 

Under Doctor Dempster’s management we have a 
fairly balanced diet. Personally, I have no sugges- 
tions. 

Practical scientific procedures in all branches out- 
lined in articles. 

THE JOURNAL is excellently edited; no suggestions 
for improvement. 

Every-day general problems of medicine; scientific 
as well as financial, et cetera. 

Original articles. 

In scientific articles, cut out the “textbook” history 
of the disease and give more practical articles on 
surgery and medicine. Our journal is an excellent 
one, but, like all things, could be improved. 

A department of medical economics. 

I always seem to enjoy and get the most value 
from a symposium type of treatment; one subject 
per journal treated from a number of standpoints., 

Annual surveys of recent advances in small fields. 

Publishing on outstanding papers as delivered be- 
fore the W.C.M.S. once a month. 

Diseases of winter in winter JouRNAL. Summer- 
time diseases in the summer. 

Endocrines. 

(1) Monthly magazine notice of coming impor- 
tant state clinics, lectures by nationally known men 
in county societies, University lectures, et cetera. 

(2) Some local state military medical news. 
Army posts and Reserve Unit programs. 

Stimulation of postgraduate activities. Reports of 
such lectures where meritorious. 

Eliminate one-half scientific articles and substitute 
practical up-to-date papers on every-day needs of 
general practitioner. 

Reports of progress in the sociological aspects of 
ai through experiments in various parts of 

Long tables of laboratory reports and experiments 
do not interest me. Let the specialist subscribe to 
magazines on his subject but let the MicHIGAN 
JouRNAL be simpler and appeal to the general man 
on later proved handling of troubles we see fre- 
quently but do not deal so very successfully with. 

None. It’s O.K. as is. There is no better journal 
published today. 

I read it all. We have reason to feel very elated 
with the high quality of our State Medical Journal. 
Our editor is to be congratulated. Have no sugges- 
tions, except to advise giving him full support. 

It is a good journal. Have no suggestions. We 
are fortunate in having such a ‘capable editor as Dr. 
Dempster. He is deserving of any compliment ren- 
dered. 

Appreciate work being done. 
much of any suggestions. 

Would welcome summaries, both theoretical and 
practical (therapeutics), of various specialties. 

I read only original articles of interest to myself, 
and announcements of coming events. 

Would like to see (started in a small way) sum- 
maries of three or four outstanding articles from 
other current state journals, diagnostic, pathological, 
physiological or even a monthly case history and 
autopsy findings, but that could wait. 

I like THE JoURNAL very much. ‘ 

(1) Reports on research investigations at the two 
medical schools. 

(2) Letters to the editor. 

(3) “Then and Now” (a comparison of methods, 
therapeutic, diagnostic, of the past with those in 
vogue today). 

(4) “Scientific Snacks’—one or two sentence 
items of readily utilizable information in place of 
present abstract filler. 


f 


Not able to offer 
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Short abstracts of important publications and ar- 
ticles. 

I read it from front to back cover and find it O.K. 

Medical ethics. Encroachments. Hospital Insur- 
ance. Group health and accident insurance for doc- 
tors. 

Keep articles distributed and don’t allow too many 
on one field. 

More concrete information of the activities of the 
council and committees of the M.S.M.S., if possible. 

Section on new advances in therapy. 

Office procedures of minor surgery. For example: 
injection of hemorrhoids, technic and best solutions 
to use. 

Scientific articles, first and last. Not a family 
magazine. Maintain the highest standard scientifi- 
cally. Literature reviews, if good and new. 

Articles dealing with general practice. Repeated 
publishing of rules, et cetera, re board of health. 

Scientific articles. A brief résumé of modern 
therapeutics is suggested. 

THE JOURNAL is good as it is. 

Practical aspects of endocrine therapy, indications 
for endocrine therapy, products to use, et cetera. 

Stick to good articles of common interest to the 
‘general practitioner. 

Simple office technics with illustrations, such as 
Winthrop & Co., include in their house organ, and 
more résumés of articles as some digests offer. 

Treatment of diseases as well as diagnosis. 


COUNCIL AND COMMITTEE MEETINGS 


1. Thursday, July 28, 1938—Legislative Committee 
—WCMS Building, Detroit—6:30 p.m. 


2. Wednesday, August 3, 1938—The Council— 
Point Lookout—11:00 a.m. 


3. Sunday, August 14, 1938—Legislative Commit- 
tee—Olds Hotel, Lansing—2:00 p.m. 


4. Wednesday, August 31, 1938—Maternal Health 
Committee—Statler Hotel, Detroit—11:00 a.m. 


5. Friday, September 2, 1938—Committee on 
Postgraduate Medical Education—WCMS Building, 
Detroit—12 :00 noon. 


6. Friday, September 9, 1938—Committee on Dis- 
tribution of Medical Care—Olds Hotel, Lansing— 
6:00 p.m. 


7. Friday, September 9, 1938—Executive Com- 
mittee of the Council—Olds Hotel, Lansing—8:00 
p.m. 


8. Sunday, September 18, 1938—The Council— 
Book-Cadillac Hotel, Detroit—6:30 p.m. 





@ EXECUTIVE COMMITTEE OF THE COUNCIL ®@ 
August 3, 1938 





HIGHLIGHTS: 


1. Report given on “National Health Conference” and on Michigan’s answer to 
statement made by U. S. Assistant Attorney General. 
2. “Physicians and Cultists’—the ruling of the A.M.A. Judicial Council reaffirmed. 
3. Referred to the M.S.M.S. House of Delegates: 
(a) Merger of Delta and Schoolcraft County Medical Societies. 
(b) Elimination of present 13th Councilor District. 
(c) Change in Constitution re membership. 
(d) Results of survey on distribution of medical care (green questionnaire) re- 


ported. 


AND 


1. Roll Call—The meeting was called to order 
by P. R. Urmston, Chairman, at Point Lookout, the 
summer home of Drs. Urmston and Foster, at 10:00 
am. All councilors: and officers were present, ex- 
cept Drs. W. A. Manthei and Geo. A. Sherman. 
Others present: Drs. T. K. Gruber, F. E. Reeder, 
R. H. Pino, L. G. Christian, and Mr. J. A. Bechtel. 

2. Minutes—The minutes of the meeting of June 
13 were read and approved. 


3. Financial Report—Bills payable for the month ¢ 


were presented, and ordered paid, motion of Drs. 
Greene-Cummings. Carried. The financial report for 
July was presented, studied, and approved; also the 
report of actual expenditures vs. the budget was 
analyzed. The report on bonds was presented by 
Treasurer Hyland, who stated that the bonds were 
gradually going up, having appreciated $1,200 in re- 
cent months. Upon recommendation of Treasurer 
Hyland, motion was made by Dr. Carstens and sec- 
onded by several that the bonds committee be grant- 
ed permission to dispose of bonds which they recom- 
mend be sold, in exchange for AAA bonds, at the 
best time, as decided by this committee. Carried 
unanimously. The Bond Committee was thanked for 
this report and good work. 

4. , Annual Report of the Councitl—This proposed 
report was read in its entirety, and adopted as a 
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Annual Report of The Council approved. 
Postgraduate Convocation arranged for 1938 Annual Meeting, Detroit. 
Michigan Attorney General requests article on “Evils of Marihuana.” 


whole, on motion of Dr. Andrews seconded by sev- 
eral and carried unanimously. 

5. Merger of Delta and Schoolcraft County Medi- 
cal Societies —The request of these two county medi- 
cal societies to be merged was presented. Motion of 
Drs. Andrews-McIntyre that the merger be recom- 
mended to the House of Delegates. Carried unani- 
mously. 

6. 13th Councilor District—The request of the 
Alpena County Medical Society to be annexed to 
the 10th District, and the request of the Northern 
Michigan Medical Society to be annexed to the 
9th Councilor District, thus eliminating the present 
13th Councilor District, was presented and explained 
by Councilor Van Leuven, who urged the change. 
Motion of Drs. Riley-McIntyre that the proposed 
changes be recommended to the House of Delegates. 
Carried unanimously. 

Motion was made by Dr. McIntyre and seconded 
by several that a recommendation be made to the 
House of Delegates that the present 17th Councilor 
District in the Upper Peninsula be re-numbered to 
“13th Councilor District.” Carried unanimously. 

7. Report of Special Committee on Medico-Legal 
Activity—Dr. Greene reported for the committee, 
and presented the recommendations which had been 
considered by the Executive Committee on June 30th. 


Jour. M.S.M.S. 
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After full discussion, motion of Drs. Holmes-Bandy 
that the recommendations of the committee be adopt- 
ed. Carried unanimously. 

8. Proposed Constitutional Change-—Dr. Greene 
reported for his committee, recommending a change 
in Article 3 Section 1 of the Constitution, to insure 
that active membership in the county medical society 
shall include active membership in the State Society, 
by adding to the present section the words “Member- 
ship in a county medical society on a basis not in- 
cluding membership in the Michigan State Medical 
Society is not recognized.” Motion of Drs. Greene- 
Holmes that the Council recommend to the House 

of Delegates the proposed change in the constitution. 
Carried unanimously. 

9. Legislative Committee Report—Dr. 
presented this report, which was approved. 

10. Physicians and Cultists—The decision of the 
A. M. A. at its 1938 meeting re “Physicians and Cult- 
ists” (part of the report of the Judicial Council) 
was mentioned, and ordered placed in the Secretary’s 
Letter and in the M.S.M.S. JouRNAL. 

11. JIodized Salt Committee—The report of the 
committee was read, and discussed. Motion of Drs. 
Carstens-Cummings that the M.S.M.S. pay the Iodiz- 
ed Salt Committee’s bill of $286.00. Carried unani- 
mously. 

12. Asst. Attorney General’s Statement—Dr. Luce 
reported for President Cook re the action of the 
M.S.M.S. officers in answering this attack. Motion 
of Drs. Holmes-Heavenrich that the Council approve 
the newspaper releases and authorize the President, 
Secretary and Chairman of the Council to make fur- 
ther plans and releases as needed. Carried unani- 
mously. 

13. National Health Conference-—Dr. Luce pre- 
sented Dr. Cook’s report, and analysis of the Na- 
tional Health Conference. The report was received 
and placed on file. 

14. Group Hospitahzattion—A report was present- 
ed by Dr. Gruber, Chairman of the Liaison Com- 
mittee. Reference was made to the A.M.A. Resolu- 
tion covering anesthetists, roentgenologists and pa- 
thologists. Motion of Dr. Cummings seconded by 
several that the Committee report be accepted. Car- 
ried unanimously. 

15. Distribution of Medical Care—Dr. Pino, 
Chairman of the Committee, gave a report on re- 


Christian 


turns from the 1,119 green questionnaires. He read 
a supplement to the Annual Report of his committee, 
and discussed the survey in detail. Motion of Dr. 
McIntyre seconded ‘by several that the report of the 
Committee on the questionnaire be received and re- 
ferred to the House of Delegates. Carried unani- 
mously. 

Motion of Drs. Haughey-Riley that the expenses 
of compiling the reports, in the total sum of $200.00, 
be paid. Motion carried (Dr. Holmes dissenting). 

16. A.M.A. Survey—Secretary Foster gave a 
progress report on this activity. 

17. Postgraduate Medical Education—The Secre- 
tary outlined the requirements for p.g. certificates 
on the occasion of the annual meeting of 1938. This 
was thoroughly discussed. 

18. (a) Article on the “Evils of Marihuana.’— 
The request of the Michigan Attorney General, thru 
the State Board of Registration in Medicine, for a 
brief article on this subject, was mentioned. The 
Secretary stated that help is being given to the At- 
torney General. 

(b) The Executive Secretary reported on the 
distribution of the $1.00 state Narcotic Tax, as re- 
ported by the Department of Drugs and Drugstores. 

(c) The Secretary of the State Board of Regis- 
tration in Medicine presented a letter proposed to be 
written to the Michigan Attorney General re the 
practice of medicine by corporations. 

19. Afflicted Children—(a) A letter from the 
Crippled Children Commission re private agreements 
between doctors and patients in afflicted child cases 
was read. Motion of Drs. Cummings-Holmes that 
this matter be referred to the Probate Judges’ Asso- 
ciation, as the Probate Judges have the authority in 
such matters. Carried unanimously. 

(b) A letter from the Crippled Children Commis- 
sion regarding a situation in Monroe County was 
read. The matter involved free choice of physicians. 
Motion of Dr. Cummings seconded by several that 
the Council approves the sentiment of Dr. Wayne S. 
Ramsey, Executive Secretary of the Commission. 
Carried unanimously. 

20. Adjournment.—The meeting was adjourned 
at 6:15 p.m. A rising vote of thanks was given to 
Dr. and Mrs. Urmston and Dr. and Mrs. Foster for 
their wonderful hospitality on this occasion. 





and kindly fashion. 


dollars annually. 


plication of services. 


PROS AND CONS ON REFERENDUM OF NOVEMBER 8 OF 
WELFARE LAWS OF 1937 

Those Who Would Have the Laws Defeated Hold: 

1. That the 1937 Welfare Laws mean state and federal domination. To get best results, 
counties should be left alone to solve welfare problems. 

2. That local administration will result in the saving of money. Local administrators 
know the people and can handle relief in a thrifty fashion. 

3. That some Probate Judges claim they can handle Mothers’ Pensions in a more humane 


-_ Who Would Have the Laws Approved Hold: 
That their defeat will result in a loss of money given by the United States to the State 
of Michigan for Mothers’ Pensions and Blind Relief, amounting to several million 


2. That approval of the 1937 Welfare Laws would lead to a reduction of the gigantic de- 
pendency load, by rehabilitation and non-political administration. 
3. That approval of the 1937 Welfare Laws would mean economy by elimination of du- 


4. That the state which is producing more than one-half of the money for welfare services 
has the right to some voice in administration. (The local county commission of three 
would have two appointed by the County Supervisors and one appointed by the State.) 

United States laws offering state welfare subsidies ask for honest and efficient local ad- 
ministration and humane treatment of clients. 

In 1937, under the old plan, the E.R.A. paid only $681,000 to physicians in Michigan for 
medical care. The 1937 Welfare laws specifically provide for medical care for the relief 


client, and establish what shall be the physician-patient relationship. 











(From notes made at Wm. J. Norton’s address before Oakland County Medical Society on July 13, 1938.) 
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SHIGA DYSENTERY OUTBREAK 


The need for a state-wide rural sanitation pro- 
gram has been forcefully brought to public attention 
by the recent outbreak of Shiga dysentery at 
Owosso with its attendant publicity. Such was the 
consensus of the conference of epidemiologists and 
laboratorians meeting with the State Health Com- 
missioner at Lansing, August 23. 

Dysentery ranging from the mild to more virulent 
types has been reported with increasing frequency 
in the rural and resort areas of Michigan during 
the past few years. The virulence of the Shiga out- 
break in the Owosso area has brought to the fore 
the urgent need for extensive efforts to control the 
causes of all types of dysentery, the conference 
reported. 

More than 150 cases of diarrhea occurring in and 
around Owosso have been carefully studied by the 
State Health Department. Thirty of these cases 
have been diagnosed as probably Shiga dysentery. 
Seven deaths have occurred in the Owosso outbreak 
and three others have been reported elsewhere. The 
disease has made its appearance in Bay County and 
suspected cases have been reported in other northern 
counties. 

The manner of spread in practically all cases 
studied indicates poor community sanitation and 
poor personal hygiene, the conference reported. 
The Shiga cases have not been shown to have been 
spread by food, water or milk, although all of these 
modes are possible. Many cases have indicated no 
possibility of direct contact, thus adding weight to 
poor sanitation as a possible source. 

Most of the reported cases have occurred in 
families of the lower economic status. Such fami- 
lies, the conference announced, have in many cases 
poor toilet facilities, poor food storage, little or no 
protection from flies by screening, unsatisfactory 
water supplies, inadequate provision for hand wash- 
ing, and insanitary sleeping and living conditions. 

Great or rapid spread of the virulent dysenteries 
is not likely in the immediate future, according to 
the conference report. Present programs will keep 
the disease in abeyance until cold weather. The 
threat of dysentery and related diseases, however, 
will continue in Michigan with increasing prevalence 
each summer unless marked, continued and well-or- 
ganized improvement is brought about in small town 
and rural sanitation. 

The state-wide rural sanitation program outlined 
by the conference includes the following measures: 


a. Excreta disposal. 

1.Sewer connections for all homes when 
such are available. 

2. Where outdoor toilets are necessary, they 
must be deep, clean, fly-proof and properly 
located so as not to contaminate a water 
supply. 

3. All existing improper outdoor toilets to 
be cleaned at once and contents chemical- 
ly treated. 

b. Proper water supply. 

1. Use of approved municipal supplies when 
available. 

2. Systematic testing of walls to determine 
location of dangerous supplies. 

3. Elimination of unsafe wells. 

c. Pasteurization of all milk. 
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Sanitary handling of all food supplies. 
Screening of all dwellings. 

Cleaning up of all fly breeding places. 
Improvement of general sanitation. 

Education of public in how to live and use 
proper sanitary facilities. 


soa rho B 


There is no one simple procedure which may be 
followed in such a proposed rural sanitation pro- 
gram. It is rather a continued, concerted effort 
throughout the state which is needed if the present 
serious rural sanitation problem is to be solved. 
The conference recommended the organization of 
strong, well-financed local health departments in 
every Michigan county as the starting point for a 
real attack upon the causes of dysentery in the 
rural areas. 





ANTISYPHILITIC DRUGS AND 
LABORATORY SERVICE FREE 


Drugs for the treatment of syphilis have been 
distributed free to physicians by the Michigan De- 
partment of Health since January of this year. 
During the first six months of this service a total 
of 36,897 doses of mapharsen, 25,195 doses of 
neoarsphenamine and 87,150 doses of bismuth sub- 
salicylate in oil have been sent to physicians upon 
request for medically indigent patients. 

A marked increase in the number of cases of 
syphilis reported also occurred during this period. 
There were 7,567 cases reported compared with 
3,961 during the first six months of 1937. 

Starting with the new fiscal year on July 1, 
antisyphilitic drugs have been distributed to phvsi- 
cians for all patients regardless of indigency. Any 
physician may obtain these drugs free from his local 
full-time health department. In counties where there 
is no such department, drugs may be obtained upon 
request directly from the Michigan Department of 
Health at Lansing. Case reports are required as 
usual under the rules and regulations of the De- 
partment. 

Laboratory service for the serodiagnosis of svphi- 
lis, previously provided only for medically indigent 
cases, is now also on a free basis. This service may 
be obtained by physicians from the Lansing, Grand 
Rapids or Houghton laboratories of the Michigan 
Department of Health and from most large munici- 
pal laboratories. A new branch laboratory is being 
established at Powers in the Upper Peninsula to 
serve the physicians in that area. The Department 
has granted subsidies to several municipal labora- 
tories to aid them in expanding their serologic serv- 
ice. 

The Bureau of Laboratories has recently strength- 
ened its dark field examination service to aid physi- 
cians in securing the earliest possible diagnosis of 
syphilis. Special outfits for taking specimens of 


‘ early syphilitic lesions for the dark field examination 


have been made available and may be obtained by 
physicians upon request to the Michigan Department 
of Health. The outfits will also be available 
through local full-time health departments. The 
dark field examinations will be made at the Grand 
Rapids and Houghton branch laboratories as well as 
at the central laboratories at Lansing. 





HEALTH RECORD FOR THE 
FIRST SIX MONTHS OF 1938 


The health record for Michigan during the first 
six months of 1938 is one of the most favorable 
in recent years, according to records compiled by 
the Bureau of Records and Statastics. While the 


total mortality from all causes was declining ten 


Jour. M.S.M.S. 
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per cent, births were increasing almost four per cent 
= comparative reports for the first six months of 
1937. 

There were 2,798 fewer deaths in 1938 than in 
the same period of 1937, a trend which if maintained 
throughout the year will set a new low annual mor- 
tality rate. A total of 25,652 deaths was reported 
this year compared with 28,450 in the first half of 
1937. This declining trend is not limited to any one 
cause nor to a single month, but becomes more pro- 
nounced throughout each succeeding month of the 
year. . 

Births, too, show an encouraging trend throughout 
the early months of 1938, indicating that the rising 
birth rate Michigan has experienced since 1933 will 
be continued this year. There were 1,675 more 
births in the first six months of 1938 than the total 
of 44,534 which occurred in the same period of 
last year. 

Infant deaths decreased from 2,363 to 2.076 during 
the first six months of this year. If this decline 
continues, there is every indication that the 1938 in- 
fant mortality rate will set an all-time low record. 

Deaths of mothers from causes associated with 
childbirth show a slight decrease from 166 to 161. 
In view of the surprisingly low maternal mortality 
rate of 3.56 established last year, even a slight 
decline is encouraging. 

The decrease in mortality during these first six 
months cannot be attributed to any one cause, for 
decreases are noted in tuberculosis, diphtheria. pneu- 
monia, nephritis, automobile accidents, homicides and 
accidents exclusive of automobile. 

Probably the greatest single decrease in mortality 
occurred in pneumonia. Deaths from this cause de- 
clined more than one-third. There were 1,688 deaths 
from pneumonia during the first six months of this 
year compared with 2,703 in 1937. Mortality from 
respiratory diseases of all types declined greatly dur- 
ing the mild winter of last year. 

Deaths caused by automobile accidents also de- 
creased greatly during this period. Total deaths 
from this cause dropped from 944 in 1937 to 560 
this year. Although the great majority of automo- 
bile deaths occur during the latter months of the 
year, it is almost certain that the mortality this 
year will not approach the all-time high record es- 
tablished in 1937. 

Nephritis deaths during the first six months to- 
taled 1,410 compared to 1,593 last year. Diphtheria 
deaths dropped from 26 to 19. Tuberculosis mor- 
tality, which has been practically stationary during 
the past two years, again started to decline during 
the early months of 1938. There were 984 deaths 
compared with 1,126 last year. Homicides dropped 
from 91 to 67. 

Higher mortality was experienced in heart disease, 
cancer, apoplexy, diabetes, typhoid fever, diarrhea 
and enteritis, and suicides. 

Deaths from heart disease increased from 5,244 to 
5,324 this year. Cancer deaths, after a slight de- 
cline last year, again increased slightly from 2.777 
to 2,819 during the comparative six months’ period. 
Diabetes deaths increased slightly from 650 to 668. 
There were 13 typhoid deaths compared with 10 last 
year. Diarrhea and enteritis deaths totaled 104, an 


increase of nine over 1937. Suicides increased from 
352 to 355. 





STATE HEALTH CONFERENCE 


A significant conference on health and medical 
care sponsored by Governor Frank Murphy’s Study 
Committee on Social Welfare Relationships was held 
September 10 at East Lansing. The conference pro- 
gram was devoted to a discussion of ways in which 
the government can assist people to obtain through 
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CO-ORDINATION 


When the success of a plan depends upon 


its perfect execution there must be strict co- 


ordination between the individuals involved. 


No program of treatment can relieve the 
incidence of constipation unless the patient 
is willing to co-ordinate his efforts with those 
of the physician. That is why so many doctors 
prescribe Petrolagar for their patients. Its 
pleasant taste and gentle, consistent action 
are acceptable to the patient as well as to 


the physician. 


Five types of Petrolagar provide a choice 
of medication to suit the individual case. 


Samples on request. 


Petrolagar Laboratories, Inc. e Chicago, Ill. 





Petrolagar... Liquid petrolatum 
65 cc. emulsified with 0.4 Gm. agar 
in a menstruum to make 100 cc. 


Petrolagar.... 
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the practicing physicians a greater distribution of 
medical care. Approximately 800 representatives of 
the State Medical Society, consumers’ groups and 
governmental agencies were in attendance. 

The morning program included a preliminary re- 
port of the Governor’s committee on the medical 
needs of governmental relief clients by Dr. Don W. 
Gudakunst, State Health Commissioner. Dr. L. 
Fernald Foster, secretary of the Michigan State 
Medical Society, discussed the American Medical 
Association survey of medical care in Michigan. The 
economic factors of medical care were presented by 
William J. Norton, chairman of the State Welfare 
Commission. 

Dr, C. E. Waller, assistant surgeon general of the 
U. S. Public Health Service, outlined the national 
health program. At the luncheon session Governor 
Murphy presented his future health plans for Michi- 
gan. 

Three sectional meetings were held in the after- 
noon based upon the general topics of expansion of 
health services, medical care for the indigent, and 
health insurance. Speakers included Dr. Henry 
Cook, president of the Michigan State Medical So- 
ciety; Dr. Henry F. Vaughan, Detroit Commission- 
er of Health; Howard Hunter, regional director of 
the Works Progress Administration; Dr. Sarah S. 
Dietrick, field consultant for the Federal Children’s 
Bureau; Dr. Thomas = her i th superintendent of 
Eloise State Hospital ; R. G. Tuck, director of 
the Oakland Countly ERA. Dr. Ralph Pino, chair- 
man of the committee on distribution of medical 
care of the Michigan State Medical Society; and 
Albert E. Meder of Detroit. Dr. Henry Luce, presi- 
dent-elect of the Michigan State Medical Society, 
presided over the summarizing session of the con- 
ference in the afternoon. 





PROFESSIONAL PROTECTION 
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A DOCTOR SAYS: 


“The only further proof that I can show 
of my appreciation ts to continue my policy 
with your Company as long as I continue 
m practice, a policy that I have carried 
for fully twenty-five years.” 
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The conference provided an opportunity for all 
parties concerned with medical care to come to- 
gether for a discussion of their mutual problems. 
Representatives of organized medicine, governmental 
agencies immediately concerned, and consumers’ 
groups took an active part in the discussions. 

It is especially significant that the conference voted 
to continue its activities by appointing standing com- 
mittees to carry on studies of the problems develop- 
ing out of the conference. At the summarizing ses- 
sion, the conference approved resolutions for the ap- 
pointment of committees (1) to study the need for 
expansion of health services including the provision 
of additional laboratories and diagnostic health cen- 
ters; (2) to consider problems involved in distribu- 
tion of medical care to the needy; and (3) to 
study the various hospital and health insurance 
plans and industrial health problems. 

Members of the committees will include represen- 
tatives of the State Medical Society, consumers’ 
groups and governmental agencies concerned. The 
committees will report their studies and plans to 
the Study Committee on Social Welfare Relation- 
ships which sponsored the conference. 





PERSONNEL 


Dr. Russell E. Pleune, who has been in charge 
of venereal disease control activities of the Michi- 
gan Department of Health, has been appointed di- 
rector of the Houghton-Keweenaw District Health 
Department and will assume his new position Oc- 
tober 1. 

Dr. C. E. Merritt, former director of the Dick- 
inson County Health Department, has accepted a new 
position as director of the Bay County Health De- 
partment. 

Dr. R. J. Harrington of Muskegon has been ap- 
pointed director of the Muskegon County Health De- 
—_— and has assumed his new duties. 

C. C. Corkill, former director of the Ontona- 

ous bios Health ‘District, has resigned to accept a 

new position as director of the Menominee County 

—" Department, where he succeeds Dr. L. A. 
erg. 

Dr. Ray S. Dixon of Detroit has accepted a posi- 
tion as part-time consultant in venereal disease con- 
trol with the Michigan Department of Health. Dr. 

ugene S. Browning of Grand Rapids has also ac- 
cepted a position with the Department to conduct 
syphilis control work. 

Two other recent additions to the Department 
staff include Dr. Raymond W. Maurer and Dr. Nor- 
man V. DeNosaquo, both of Detroit, who have been 
attached to the staff of the Bureau of Epidemiology. 





——— 
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The Mary E. Pogue School 


for exceptional children 


Individual instruction for backward and prob- 
lem children of any age. Separate building 








for boys. Epileptics accepted. G. H. Mar- 
quardt, medical director. W. H. Holmes, con- 
sultant. Gerard N. Krost, Pediatrician. 


WHEATON, ILLINOIS 
Phone—Wheaton 66 50 Geneva Rd. 
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® General News and Announcements » 





The Jackson Clinic of Jackson announces the addi- 
tion to its medical staff of Dr. Grant Otis and Dr. 
Walter R. Finton. oa 


The American Medical Association’s Annual Ses- 
sion of 1939 will be held in St. Louis, Missouri, 
May 15 to 19, 


* * * 


A fateful day for the medical profession of 
Michigan and the United States: November 8, 1938, 
General Election. ee 


The Conference on Rural Medicine was held at 
the Mary Imogene Bassett Hospital of Cooperstown, 
N. Y., on October 7 and 8, 1938. 


* * 


A physician’s used equipment and supplies, located 
in Lansing, are available. For details write Box R, 
2020 Old Tower, Lansing, c/o Michigan State Med- 
ical Society. 

* * x 


An article entitled “An Outbreak of Jaundice in 
Detroit” by J. G. Molner, M.D., and J. A. Kasper, 
M.D., both of Detroit, appeared in the Journal of 
the A.M.A., June 18, 1938. 


* * * 


Dr. Wm. Hyland of Grand Rapids and Dr. Ira 
Downer of Detroit were elected respectively chair- 
man and secretary of the surgical section of the 
Michigan State Medical Society. 


+ * 


Drs. H. H. Cummings, M. M. Peet of Ann Arbor, 
and C. P. McCord of Detroit, were guest speakers 
on the annual program of the State Medical So- 
ciety of Wisconsin. The meeting was held in Mil- 
waukee, September 14, 15, 16. 


* * * 


The Houghton-Baraga-Keweenaw County Medical 
Society has just published its constitution and by- 
laws in a handsome little volume of 48 pages. In- 
cluded within the copper-colored covers are the 
Principles of Medical Ethics. 


* * * 


Dr. Stephen Fairbanks, formerly in private prac- 
tice at Luther, Michigan, has become Camp Sur- 
geon and Commanding Officer of the Station Hos- 
pital at Camp Custer. He performs his duties as 
Captain in the Medical Reserve Corps, United States 
Army. 

x * x 


Mead Johnson & Co., of Evansville, Indiana, cour- 
teously relinquished the front page of the Septem- 
ber issue of the JourNAL in order that the “Con- 
vention Number” could be featured by a special 
cover design. Thanks to Mead Johnson & Co. are 
extended by the Publication Committee of the 
JOURNAL. 


i a 

The New York Academy of Medicine will hold its 
Eleventh Annual Graduate Fortnight October 21 
to November 4, 1938. The subject of this year’s 
Fortnight is “Diseases of the Blood and Blood-form- 


ing Organs.” For program write the Academy at 
2 East 103rd St., New York City. 


Ocroper, 1938 


The Idaho State Medical Society annual meeting 
program featured an all-Michigan “cast.” The con- 
vention was held at Sun Valley, Idaho, September 6 
to 10. Speakers were A. C. Furstenberg, M.D., C. 
C. Sturgis, M.D., F. A. Coller, M.D., Norman Mil- 
ler, M.D., and H. B. Lewis, Ph.D., of Ann Arbor, 
and Wm. J. Burns of Lansing. 


* * * 


The Eaton County Medical Society inaugurated 
its 1938-39 activities with a “get-together dinner” 
with members of the Board of Supervisors, at the 
Carnes Tavern, Charlotte, September 15. This fos- 
tering of a spirit of codperation and friendliness 
between county medical societies and Boards of 
Supervisors is worthy of emulation in all parts of 
the state, and the country. Congratulations, Eaton 
County Medical Society. 


* * * 


Wall Chemicals, Inc., of 1059-65 W. Grand Boule- 
vard, Detroit, exhibited at the annual meeting of the 
Michigan State Medical Society in Detroit in 
September, despite the unfortunate explosion it 
experienced at its plant on August 27. The producing 
equipment was intact, and the organization wds run- 
ning smoothly in ten days’ time. Congratulations 
on this pluck, and best wishes for success in the 
future. P 

* x 


All who practice Medicine must be registered and 
licensed: The Attorney General’s office has ruled 
(according to the Michigan State Board of Regis- 
tration in Medicine) that under Act 237, Public Acts 
of 1899, and acts amendatory thereto, any and all 
who practice medicine either within or without 2 
hospital must be registered and licensed to prac- 
tice medicine in Michigan with the exception of 
twelve months’ rotating internship, which is an edu- 
cational requirement and which this Board is author- 
ized by law to fix. 


* * * 


Mr. Lawrence Salter, who for a number of years 
has been on the Detroit Free Press staff, has ac- 
cepted a position in the publicity department of the 
American Medical Association in Chicago. Mr. 
Salter has been long and favorably known to the 
profession of the state, where he has been a constant 
attendant at the various medical conventions. The 
doctors have always found him a sympathetic and 
intelligent reporter of medical news. The _ best 
wishes of his many friends are extended to him in 
his wider field of usefulness. 


* * * 


Alexander Hamilton’s wisdom is exemplified by 
the following lines, so fitting in present day America: 
“To balance a large state of society ... is a work 
of so great difficulty, that no human genius, how- 
ever comprehensive, is able, by the mere dint of 
reason and reflection, to effect it. The judgments 
of many must unite in the work: experience must 
guide their labor; time must bring it to perfection, 
and the feeling of inconveniences must correct the 
mistakes which they inevitably fall into in their 
first trials and experiments.” 

In other words, Government, when participating 
in any planning, must do its planning in codperation 
with rather than for Business, or Labor, or Medicine. 
Without this codperative relationship, the planning 
is doomed for failure. 
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Crippled and Afflicted Child Commitments, for 
August, 1938: 

Crippled Child: Total cases, 518, of which 173 
went to University Hospital; 345 to miscellaneous 
hospitals. From Wayne County, of the above, 8 
went to University Hospital; 60 to miscellaneous 
hospitals; total 68. 

Afflicted Child: Total cases, 2,718, of which 302 
went to University Hospital; 2,416 went to miscel- 
laneous hospitals. From Wayne County, of the 
above, 42 went to University Hospital; 538 went 
to miscellaneous hospitals; total 680. 


* * * 


A “State Society Night” was celebrated by the 
Berrien-Cass County Medical Society at the Ber- 
rien Country Club on Wednesday, August 31. The 
program included a discussion of the “Michigan 
Health Conference” by P. R. Urmston, M.D., of 
Bay City, Council Chairman of the M.S.M.S.; a 
discussion of the “National Health Conference” by 
President Henry Cook, M.D., of Flint. “Group 
Hospitalization” was discussed by Mac F. Cahal of 
Chicago, Secretary of the National Radiological As- 
sociation. 

L. Fernald Foster, M.D., Bay City, Secretary of 
the M.S.M.S., spoke on the “Opportunity for Lead- 
ership by the County Medical Society.” The Ex- 
ecutive Secretary, Wm. J. Burns of Lansing, dis- 
cussed “The Benefits of Unified Action.” 

Other state officers present were Vernor M. Moore, 
M.D., of Grand Rapids; Wilfrid Haughey, M.D., of 
Battle Creek; F. T. Andrews, M.D., of Kalamazoo; 
Roy H. Holmes, M.D., of Muskegon; and H. H. 
Cummings, M.D., of Ann Arbor. 

The meeting was attended by approximately 150 
physicians and their wives and guests. 


The Mayo Clinic wishes to complete its set of 
the JourNAL of the Michigan State Medical Society 
and is in need of the following numbers of early 
volumes : 


Vol. 1 to 3: 1902-04 inclusive 
9: 1910—1 to 9 
16: 1917—3 
17: 1918—8-9-12 © 
18: 1919—1 to 11 
19: 1920—1-2 
21: 1922—10 to 12 
22: 1923—1 to 7, 10 to 12 
24: 1925—1. 


If any members can supply these numbers, and 
are willing to contribute same to the Mayo Clinic, 
they are requested to write direct to Frida Pliefke, 
Librarian, Mayo Clinic, Rochester, Minn. 


* * * 


Because liver was administered as a part of the 
diet when first introduced as a means of treating 
pernicious anemia it was natural that the potency 
of the first liver extracts should be expressed in 
terms of ingested whole liver. In spite of the in- 
accuracies of this method there was no other stand- 
ard until the recent establishment of the official U.S. 
P. unit. The unit is that amount of liver which, 
when given daily to patients with Addisonian per- 
nicious anemia, will produce a hematopoietic response 
which is acceptable to the U.S.P. Anti-Anemia Prep- 
arations Advisory Board. 

For several years the liver extracts prepared by 
Eli Lilly and Company have been standardized on 
patients with Addisonian pernicious anemia in re- 
lapse and the accuracy of the method has now been 
attested by the official acceptance of Liver Extracts- 
Lilly, Solution Liver Extract-Lilly, and Solution 
Liver Extract Concentrated-Lilly. 








Ward S. Ferguson, M. D. 





Ferguson-Droste-Ferguson Sanitarium 


James C. Droste, M. D. 


PRACTICE LIMITED TO 
DIAGNOSIS AND TREATMENT OF 


DISEASES OF THE RECTUM 


GRAND RAPIDS, MICHIGAN 
6 Park Ave.—on Fulton Park 


Sanitarium Hotel Accommodations 


Lynn A. Ferguson, M. D. 
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American Board of Obstetrics and 
Gynecology, Inc., Examinations 


The next examinations (written and review of 
case histories) for Group B candidates will be 
held in various cities of the United States and 
Canada on Saturday, November 5, 1938, at 2:00 
P.M., and on Saturday, February 4, 1939. Applica- 
tion for admission to the written examination 
scheduled for February 4, 1939, must be filed on 
an official application form in the office of the Sec- 
retary at least sixty days prior to this date (or 
before December 4, 1938). 

The general oral, clinical and pathological exam- 
inations for all candidates (Groups A and B) will 
be conducted by the entire Board, meeting in St. 
Louis, Missouri, immediately prior to the annual 
meeting of the American Medical Association in 
May, 1939. Application for admission Group A 
examinations must be on file in the Secretary’s Office 
before April 1, 1939. 

For further information and application blanks, 
address Dr. Paul Titus, Secretary, 1015 Highland 
Bidg., Pittsburgh (6), Pa. 

x ok * 
For the first time in the seventeen years of tts 


existence, Michigan’s Annual Public Health Con-. 


ference will convene this year in a city other than 
Lansing. It will meet in Grand Rapids, in the 
Civic Auditorium, on November 9, 10 and 11, 1938. 

Starting in 1921 as an informal meeting of health 
officers and public health nurses with the staff of the 
Michigan Department of Health, the conference has 
grown to be one of the largest gatherings of its kind 
in the country. It draws members of all the health 
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professions and interested laymen from every sec- 
tion of the state. Last year there was a registered 
attendance of a little more than 1,200 health offi- 
cers, practicing physicians, dentists, public health 
nurses, laboratorians, sanitary officers and lay lead- 
ers from all but two of Michigan’s 83 counties. _ 
Program plans for the November meeting in 

Grand Rapids include discussions of the following 
major topics: 

The Shiga Dysentery Outbreak F 

The Réle of Sanitation in Disease Prevention 

Rabies 

Syphilis Control 

Mental Hygiene 

Pneumonia Control 7 , 

Trends and Changes in Public Health Administration 

Michigan’s Cancer Control Program : 

The Nurse in the Program of Maternal and Child Health 


A number of other topics are still tentative, or 
those invited to discuss them have not definitely 
accepted. It is hoped that the final program will be 
available from the office of the State Commissioner 
of Health within a short time. Physicians in the 
area around Grand Rapids will receive the program 
with a special invitation to attend any of the ses- 
sions of the conference, and others interested will 
be equally welcome. 

* * 
State Health Conference 


In spite of the short notice to the medical pro- 
fession, over four hundred doctors attended the 
state health conference at Lansing on September 
10th. This meeting was sponsored by the Study 
Committee on Social Welfare Relationships. Since 
this meeting was reported in substance in many of 
the daily papers throughout the state the proceed- 





INTERNATIONAL MEDICAL ASSEMBLY 








Inter-State Postgraduate Medical Association of North America 
Public Auditorium, Philadelphia, Pa. 


Pre-assembly clinics, October 29; Post-assembly clinics, November 5, Philadelphia hospitals 
President, Dr. Elliott P. Joslin; President-Elect, Dr. George W. Crile. 
Chairman, Program Committee, Dr. George W. Crile; Managing-Director, Dr. William B. Peck 
Secretary, Dr. Tom B. Throckmorton; Director of Exhibits, Dr. Arthur G. Sullivan 
Treasurer and Director Foundation Fund, Dr. Henry G. 
Chairman, Philadelphia Committees, Dr. Louis H. Clerf 


ALL MEDICAL MEN AND WOMEN IN GOOD STANDING CORDIALLY INVITED 


OCTOBER 31, NOVEMBER 1, 2, 3, 4, 1938 


Langworthy 





: _ Intensive Clinical and Didactic program by world authorities 
The following is a major list of members of the profession who will take part on the program: . 











Alfred W. Adson, Rochester, Minn. 
Walter C. Alvarez, Rochester, Minn. 
Wayne Babcock, Philadelphia, Pa. 
Claude S. Beck, Cleveland, Ohio 
George Blumer, New Haven, Conn. 
Peter T. Bohan, Kansas City, Mo. 
William F. Braasch, Rochester, Minn. 
Richard B. Cattell, Boston, Mass. 
Henry A. Christian, Boston, Mass. 
Arthur C. Christie, Washington, D. C. 
Edward D. Churchill, Boston, Mass. 
Dr. Louis H. Clerf, Philadelphia, Pa. 
W. McK. Craig, Rochester, Minn. 
George W. Crile, Cleveland, Ohio 
John S. Coulter, Chicago, Il. 

Elliott C. Cutler, Boston, Mass. 
Walter E. Dandy, Baltimore, Md. 
William Darrach, New York, N. Y. 
Vernon C. David, Chicago, Ill. 

Loyal Davis, Chicago, Tll. 

obert S. Dinsmore, Cleveland, Ohio 
Claude F. Dixon, Rochester, Minn. 
Nicholson J. Eastman, Baltimore, Md. 
Edmond M. Eberts, Montreal, Canada 
. L. Eliason, Philadelphia, Pa. 
Charles A, Elliott, Chicago, IIl. 

John F. Erdmann, New York, N. Y. 
Flarence B. Farrar, Toronto, Canada 
can R. Fraser, Montreal, Canada 
ohn C. Gittings, Philadelphia, Pa. 


William D. Haggard, Nashville, Tenn, 
»George A, Harrop, New York, N. Y. 
Charles G. Heyd, New York, N. Y. 
Fred J. Hodges, Ann Arbor, Mich. 

Chevalier Jackson, Philadelphia, Pa. 


Elliott’: P. Joslin, Boston, Mass. 
Frederick J. Kalteyer, Philadelphia, Pa. 
Floyd E. Keene, Philadelphia, Pa, 
Herman L. Kretschmer, Chicago, IIl. 
Frank Lahey, Boston, Mass. 

Dean Lewis, Baltimore, Md. 

Walter I. Lillie, Philadelphia, Pa. 
Perrin H. Long, Baltimore, Md. 
Warfield T. Longcope, Baltimore, Md. 
William E. Lower, Cleveland, Ohio. 
Charles W. Mayo, Rochester, Minn. 
Irvine McQuarrie, Minneapolis, Minn. 
James H. Means, Boston, Mass. 
Arthur R. Metz, Chicago, IIl. 

William S. Middleton, Madison, Wis. 
John J. Moorhead, New York, N. Y. 
George P. Muller, Philadelphia, Pa. 
Clay Ray Murray, New York, YY; 
John H. Musser, New Orleans, La. 
Frank R. Ober, Boston, Mass. 

Eric Oldberg, Chicago, Ill. 

Oliver S. Ormsby, Chicago, IIl. 
Hubley R. Owen, Philadelphia, Pa. 





Russell L. Haden, Cleveland, Ohio 


Wilder Penfield, Montreal, Canada 


Chevalier L. Jackson, Philadelphia, Pa. 


Howard C. Naffziger, San Francisco, Cal. 


George E. Pfahler, Philadelphia, Pa. 
Fred W. Rankin, Lexington, Ky. 
Robert F. Ridpath, Philadelphia, Pa. 
David Riesman, Philadelphia, Pa. 
Leonard G. Rowntree, Philadelphia, Pa. 
Thomas H. Russell, New York, N. Y. 
E. Kost Shelton, Los Angeles, Cal. 
Fred M. Smith, Iowa City, Iowa 
Marius N. Smith-Petersen, Boston, Mass, 
Alfred Stengel, Philadelphia, Pa. 
Charles Stockard, New York, N. Y. 
Cyrus C. Sturgis, Ann Arbor, Mich. 
Robert G. Torrey, Philadelphia, Pa. 
William G. Turner, Montreal, Canada 
Professor von Eicken, Berlin, Germany 
Waltman Walters, Rochester, Minn. 
G. Harlan Wells, Philadelphia, Pa. 
Allen O. Whipple, New York, N. Y 
Paul D. White, Boston, Mass. 

Hugh H. Young, Baltimore, Md. 


TENTATIVE FOREIGN ACCEPT- 
ANCES: 


Rt. Hon. Lord Horder, London, England 

Mr, A. Lawrence Abel, F.R.C.S., London, 
England 

Sir John Fraser, Edinburgh, Scotland 

Professor Mario Donati, Milan, Italy 

Professor Roberto Alessandri, Rome, Italy 

Professor Ferdinand Sauerbruch, Berlin, 
Germany 








HOTEL HEADQUARTERS 
Benjamin Franklin Hotel 


HOTEL RESERVATIONS 


Hotel Committee, Mr. T. E. Willis, Chair- 
man, Chamber of Commerce Bldg., 12th 
and Walnut Sts., Philadelphia, hr. 











Final program mailed to all members of the medical profession in good standing, September 1. 
: you do not receive one, write the Managing-Director. 
Comprehensive Scientific and Technical Exhibit. Special Entertainment for the Ladies. 
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ings will not be news when the JourRNAL of the 
Michigan State Medical Society reaches its read- 
ers. Keen interest, however, was shown by all 
present in the various subjects discussed. Among 
the principal speakers were Governor Murphy and 
William J. Norton, Chairman of the State’s Emer- 
gency Relief Administration. Mr. Norton went on 
to say that the economic pressure made changes in 
medical care inevitable. It was agreed that every 
person, regardless of his economic and social posi- 
tion, was entitled to the best quality of medical serv- 
ice. Governor Murphy mentioned that whatever was 
done must be accomplished without hampering the 
physician in the actual administration of medical 
care to his patients. Mr. Norton claimed that some 
sort of insurance plan should be best for both doc- 
tors and indigent patients inasmuch as it would pre- 
serve the patient’s self-respect and at the same time 
afford the physician remuneration for his services. 
An important matter which was discussed was the 
lack of clinical and other laboratory facilities in the 
more sparsely settled portions of the state and a 
movement was favored to provide adequate labora- 
tory service throughout the northern portion of the 
state where it was urgently needed. Those present 
who took part in the program were as follows: 
Governor Frank Murphy; William J. Norton, Chair- 
man of the State Welfare Commission; Don W. 
Gudakunst, M.D., Commissioner of the Michigan 
Department of Health; L. Fernald Foster, M.D., 
eae of the Michigan State Medical Society ; 

C. E. Waller, M.D., Assistant Surgeon General, 
U. S. Public Health ‘Service : Robert B. Harkness, 
M.D., Secretary, State Council of Health; Henry F. 
Vaughan, D.P.H., Commissioner of the Detroit De- 
partment of Health; Howard Hunter, Regional Di- 
rector of the Works Progress Administration; Fred 


R. Johnson, General Secretary, Michigan Children’s 
Aid Society; R. G. Tuck, M.D., Director, Oakland 
County ER.A.; Ralph Pino, M_D., Chairman, Dis- 
tribution of Medical Care Committee, State Medical 
Society; Sarah S. Dietrick, M.D., Field Consultant, 
— Children’s Bureau; Thomas K. Gruber, 

M.D., Superintendent, Eloise State Hospital; Henry 
Cook, M.D., President, Michigan State Medical So- 
ciety ; Albert E. Meader, M.D., Detroit; and Dr, 
Henry Luce, M.D., President-Elect, Michigan State 
Medical Society. 

The thanks of the Michigan State Medical So- 
ciety are due the following who traveled from 
great and near distances to Lansing, and spent 
the day away from their practices, to attend the 
“Michigan Health Conference” of September 10. 
The great massing of physicians testified to the 
leadership of medical men in Michigan and their 
tremendous interest in the socio-economic problems 
facing medicine today. Among the physicians who 
registered were: 


Doctors R. F. Alderman, E. S. Alford, F. 
A. J. Baker, H. 
Barrett, W. E. 


“ie peGens 
S. Bartholomew, H. S. Barnard, J. 
Barstow, C. M. Baskerville, Gaylord § 
Bates, 'N. M. Beatty (Indiana), Myron C. Becker, Wm. 
— Margret Bell, Belknap, A. V. Van 'Belois, 
G. W. Bennett, C. C. Benjamin, C. H. Benning, N. J. 
Bicknell, W. W. Bond, D. S. Brachman, D. R. Brasie, O. 
AG Brine, I. W. Brown, J. D. Brooks, R. J. Brown, 7. L. 
Browning, J. D. Bruce, M. D. Bruegel, C. Md Brunk, E, 
T. Brunson, “5 G. Buesser, G. R. Bullen, L. V. Burkett, 
H. J. Burrell, J. Burch, S. A. Butler, G. M. Byington, 
J. orks Burley, W. J. Cameron, Alice F. Campbell, 
Camper, . Carr, _" ™ Carstens, A. ‘- ‘hurch, mae 
Cook, W. B. Cooksey, H. E, Cope, C. Corley, J. C. Corsaut, 
B. R. Corbus, Edw. B. Crowley, M. A. Darling, Carleton Dean, 
W. H. Diebel, R. Dieterle, C. L. DeVries, R. L. +. Doug: 
las Donald, Bruce H. ee Fred J. ce he L. Dro. 
lett, Fred Drummond, E..C. ——— . Dutchess, i 
F. Failing, F. W. Tamblyn, Chas. A. iefer, H Fenech, 
R. F. Fenton, R. G. Ferris, G. F. Fisher, E. 7 Foust, 
A. V. Forrester, Warren Forsythe, L. Fernald Foster, W. 








istinguished 
The Drake offers every luxury and convenience of fine 
living © on Chicago's Gold Coast, overlooking Lake Michigan. 


A. S. Kirkeby, Managing Director 
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* 
L. Foust, B. L, Franklin, M. M. Frohlich, a? Gabe, 
W. d: Gamble, Sr., Frank W. Ba yy Jr. H . B. Garsur, 
Geib, J. W. Gerstner, R. R. Gettel, O, H. Gillett, 
Charles Gitlin, C. J. Golinvaux, M. H. Goltz, S. E. Gould, 
L. Grant, I. W. Greene, F. Grillet, H. Q. Groos, 
. F. Gruber, George Hafford, A. Haight, P. G. Hanna, 
F. R. Hanna, E. L. Hansen, .o €. Hansen, €. Bp; 
Hart, Dean W. Her t, S. W. Hartwell, T. F. Heavenrich, 
J. F. Harrold, C. K. Hasley, R. B. Hasner, Wilfrid Haugh- 
ey, George Hays, T. E. Hackett, J. Bates Henderson, C. L. 
Hess, E. G. Hester, N. W. Heysett, S. &: Hier. H. EF: 
a H. C. Hill, J. N. Holcomb, R. H. ‘Holmes, 
YY. Ho. Jj. © Hoernschemeyer, & & Holly, Howard 
Howlett, Ac Be Hoyt, L. W. Hull, W. B. Huntley, O. F. 
Jens, A. F. Jennings, L. J. Johnson, -" H. Johnson, P. H. 
Jordan, J. A. Kasper, John A. Keho, J. Kemme, C. S. 
—_— Howard J. Kerr, Harold Rescles Cc. R: Keyport, 
Kirker, David Kliger, Paul W. Kniskern, O. M. 
Fate. Ss. L! LaFever, sm L. Laven, H. Lavender, J. 
L. Leach, F. E. Luton, he Ledwidge, Geo. L. LeFevre, 
R G. Leland (Chicago), W. Lemke, . E. Lemmon, F. C. 
Lendrum, V. E. Linden, O. W. Lohr, x C. Long, ee 
Loss, L. C. Towne, Henry A. Luce, J. E. Ludwick, 
MacKenzie, G. L. McClellan, R. D. McLaughlin, i i 
Brandel, C. B. Mandeville, M. M. Marrin, C. A. Mac- 
Pherson, A. H. Miller, Don re Morrill, _ A. Neafie, 
Reed M. Nesbit, A. W. Newitt, E. A. Oakes, D. J. O’Brien, 
R. M. Olin, J. J. O’Meara, J. Wm. Peelen, H. W. Peirce, 
G. C. Penberthy, R. C. Perkins, C. B. Fillsbury, KR EE 
Pino, Edwin H. =. R. E. Pleune, J. C. Ponton, F. A. 
~~ L. L. Savage, L. J. Schermerhorn, E. J. Shafarman, 
Shantz, oe Shaw, S. A. Sheldon, G. A. Sherman, 
i ¢ Sigler, C. E. Simpson, Carl Snapp, P- M. Snell, J. 
A. or E, L. Spoehr, A. A. Steiner, C. Stephens, 
Palmer E. Sutton, C. Swantek, W. S. 5 Ae O. M. 
Randall, M. Raskin, W. é. Reid, a A. Riley, A. 
yap Riker, R: Ay Risk: R. D. Rusk, J. R. Rupp, R. W. 
Teed, Ralph TenHaven, E. A. Thayer, W. R. Tereerson, 
C. E, Toshach, Guy H, Frace, G. A. J. C. Gros- 
jean, C. K. Valade, W. VanCamp, V. H. Vandeventer, J. 
A. Vatz, Henry F. Vaughan, V. K. Volk, R. W. Waggoner, 
J. J. Walch, R. W. Walters, F. R. Walters, W. E. Ward, 
iheucGe Webster, A. V. Wenger, A. S. Wheelock, R. E. 
White, A. H. Whittaker, C. M. Wilcox, H. W. Wiley, H. W. 
Loe ri P. S. Wilson, H. “ oa EE G Pa’ EB; 
. Witwer, C. A. Wittwer, Woodworth, G. H. Yeo, 
B. Zemmer, Mr. J. A. Weenie of the Wayne County 
Medical Society, and Wm. J. Burns, Executive Secretary 
of the M.S.M.S. 


GENERAL NEWS AND ANNOUNCEMENTS 


INTERNATIONAL MEDICAL ASSEMBLY 


The International Medical Assembly of the Inter- 
State Postgraduate Medical Association of North 
America will be held in Philadelphia, October 31, 
November 1, 2, 3, 4, 1938. 


PROGRAM 
Monday, October 31 
Morning Session, 8:00 A. M. 


DIAGNOSTIC CLINICS: 


Acute Coronary Occlusion. 
Dr. G. Harlan Wells, Professor and Head of the 
Department of Medicine, Hahnemann Medical 
College and Hospital of Philadelphia, Philadel- 
phia, Pennsylvania. 


The Significance of Low Back Pain. 
Dr. Frank R. Ober, Assistant Dean and John B. 
and Buckminister Brown Clinical Professor of Or- 
thopedic Surgery, Harvard University Medical 
School, Boston, Massachusetts; Professor of Or- 
thopedic Surgery, University of Vermont Med- 
ical School, Burlington, Vermont. 


Present Status of the Treatment of Hirschsprung’s 
Disease. 
Dr. Fred Rankin, Lexington, Kentucky. 


Hydronephrosis. 
Dr. Herman L. Kretschmer, Clinical Professor of 
Surgery (Genito-Urinary), Rush Medical College, 
University of Chicago, Chicago, Illinois. 

The Significance of Jaundice. 
Dr. -Henry A. Christian, Hersey Professor of the 
Theory and Practice of Physic, Harvard Univer- 
sity Medical School, Boston, Massachusetts. 














SAFE—STERILE—HOME DELIVERIES 


WITH THE NEW DISPOSABLE 


INGA - O;’B -KITS 


This kit affords the physician a SAFE, sterile field for his home deliveries. 
It is SIMPLE, COMPACT and EFFICIENT. A thermo-aseptic indicator assures 
its sterility. Remember—specify the INGA O.B. KIT. 


INGA KIT COMPANY 
14210 COYLE- DETROIT, MICHIGAN - VERMONT 6-1910 
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DENIKE SANITARIUM, Inc. 


Established 1893 





EXCLUSIVELY for the TREATMENT 
OF 
ACUTE and CHRONIC ALCOHOLISM 


Complete information can be 
secured by calling 


Cadillac 2670 
or by writing to 
1571 East Jefferson Avenue 
DETROIT 


A. JAMES DENIKE, M.D. 
Medical Superintendent 





























Cook County 
Graduate School of Medicine 


(In affiliation with COOK COUNTY HOSPITAL) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


MEDICINE—Personal Courses and _ Informal Course 
starting every week. Two Weeks Course in Internal 
Medicine starting October 17th. 

SURGERY—General Courses One, Two, Three and Six 
Months; Two: Weeks Intensive Course in Surgical 
Technique with practice on living tissue; Clinical 
Courses; Special Courses. Courses start every Monday. 

GYNECOLOGY—Two Weeks Course starting October 
10th. Gynecological Pathology by Dr. Schiller starting 
October 24th. 

OBSTETRICS—Two Weeks, Intensive Course starting 
October 24th. Informal Course starting every week. 

FRACTURES & TRAUMATIC SURGERY—Informal 
Course every week; Intensive Formal Course starting 
February 6th, 1939. 

DERMATOLOGY AND SYPHILOLOGY — Clinica 
Course starting every week. 

CYSTOSCOPY—Ten-day Practical Course rotary every 
two weeks, 

General, Intensive and Special Courses in all branches 
of Medicine, Surgery and the Specialties every week. 


TEACHING FACULTY—Attending Staff 
of Cook County Hospital 


ADDRESS: 
Registrar, 427 South Honore Street, Chicago, Il. 
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Afternoon Session, 1:00 P. M. 


CHALK TALK: 


Trauma of the Larynx. 
Dr. Chevalier Jackson, Honorary Professor of 
Broncho-Esophagology, Temple University School 
of Medicine, Philadelphia, Pennsylvania. 


DIAGNOSTIC CLINICS: 


Postoperative Complications. 
Dr. Elliott C. Cutler, Moseley Professor of Sur- 
gery, Harvard University Medical School, Boston, 
Massachusetts. ’ 

The Treatment of Anemia. 
Dr. Russell L. Haden, Cleveland Clinic, Cleve- 
land, Ohio. 


ADDRESSES 


Practical Thyroid and Pituitary Therapy in Prob- 

lems of Aberrant Growth and Development. 

Dr. E. Kost Shelton, Associate Clinical Professor 
of Medicine, University of Southern California 
School of Medicine, Los Angeles, California. 

Syndromes of Gall Bladder Disease—Surgical Man- 

agement. 

Dr. William D. Haggard, Professor of Clinical 
Surgery, Vanderbilt University School of Medi- 
cine, Nashville, Tennessee. 

The Therapeutic Value of Blood Transfusions. 
Dr. Cyrus C. Sturgis, Professor of Internal Medi- 
cine, University of Michigan Medical School, Ann 
Arbor, Michigan. 

The Surgical Management of Brain Tumors. 

Dr. Alfred W. Adson, Professor of Neurosur- 
gery, Mayo Foundation Graduate School of the 
University of Minnesota; Senior Neurosurgeon of 
the Mayo Clinic, Rochester, Minnesota. 


Evening Session, 7:00 P. M. 


Obscure Fevers as Diagnostic Problems. 
Dr. George Blumer, David F. Smith Clinical Pro- 
fessor of Medicine, Yale University School of 
Medicine, New Haven, Connecticut. 

Treatment of Fracture Dislocations of the Cervical 

Vertebre by Skeletal Traction and Fusion. 
Dr. William G. Turner and Dr. William Cone, De- 
partment of Neurosurgery and Orthopedics, Mc- 
Gill University, the Montreal Neurological Institu- 
tute and the Royal Victoria Hospital, Montreal, 
Quebec, Canada. 

Complications of Pregnancy. 
Dr. Nicholson J. Eastman, Professor of Obstetrics, 
Johns Hopkins University School of Medicine, 
Baltimore, Maryland. 

Acute Pancreatitis. 
Dr. Eldridge L. Eliason, Professor of Surgery, 
University of Pennsylvania School of Medicine, 
Philadelphia, Pennsylvania, and Dr. William H. 
Erb by invitation. 

The Factors Influencing Operability and Mortality in 

Carcinoma of the Large Bowel. 
Dr. Richard B. Cattell, Lahey Clinic, Boston, 
Massachusetts. 


Tuesday, November 1 
Morning Session, 8:00 P. M. 
DIAGNOSTIC CLINICS 


Diagnostic Significance of Pain. : 
Dr. Frederick J. Kalteyer, Clinical Professor of 
Medicine, Jefferson Medical College of Philadel- 
phia, Philadelphia, Pennsylvania. 

Thyroid Diseases. 

Dr. Robert S. Dinsmore and Dr. A. Carlton Ern- 
stene, Cleveland Clinic, Cleveland, Ohio. 

Chronic Disease of the Liver. 

Dr. Charles A. Elliott, Professor of Medicine, 
Northwestern University Medical School, Chicago, 
Illinois. 


Jour. M.S.M.S. 
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Clinical Significance of a Lump in the Breast. 
Dr. Edmond M. Eberts, Professor of Surgery, 
McGill University Faculty of Medicine, Montreal, 
Quebec, Canada. 


Obstruction of the Neck of the Bladder in Men. 
Dr. William E. Lower, Cleveland Clinic, Cleve- 
land, Ohio. 


Afternoon Session, 1:00 P. M. 


Tic Douloureux. 
Dr. Howard C. Naffziger, Professor of Surgery, 
University of California Medical School, San 
Francisco, California. 


THERAPEUTIC CLINIC 


The Treatment of Dehydration and Edema. 
Dr. James H. Means, Jackson Professor of Clin- 
ical Medicine, Harvard University Medical School, 
Boston, Massachusetts. 


ADDRESSES 


The Diagnosis and Treatment of Peripheral Nerve 
Injuries. 
Dr. Loyal Davis, Professor of Surgery, North- 
— University Medical School, Chicago, 
linois. 


Immediate and Ultimate Prognosis in Heart Disease. 
Dr. Paul D. White, Lecturer in Medicine, Harvard 
University Medical School, Boston, Massachusetts. 


Diagnosis and Treatment of Bronchogenic Carci- 

noma. 
Dr. Arthur C. Christie, Professor of Clinical 
Radiology, Georgetown University School of 
Medicine, Washington, D. C. 

Gastroscopy as an Aid in Diagnosis. 
Dr. Chevalier L. Jackson; Professor of Broncho- 
Esophagology, Temple University School of Medi- 
cine, Philadelphia, Pennsylvania. 

Adenomatous Thyroid With and Without Hyper- 

thyroidism—Medical and Surgical Aspects. 
Dr. Charles W. Mayo, Assistant Professor of 
Surgery, and Dr. Samuel F. Haines, Assistant 
Professor of Medicine, University of Minnesota 
Graduate School of Medicine, Mayo Clinic, 
Rochester, Minnesota. 


Evening Session, 7:00 P. M. 


Diagnosis and Treatment of Carcinoma of the 
Fundus of the Uterus. 
Dr. Floyd E. Keene, William Goodell Professor 
of Gynecology, University of Pennsylvania School 
of Medicine, Philadelphia, Pennsylvania. 
The Present Status of Our Knowledge of Anterior 
Poliomyelitis. 
Dr. John C. Gittings, William H. Bennett Profes- 
sor of Pediatrics, University of Pennsylvania 
School of Medicine, Philadelphia, Pennsylvania. 
The Diagnosis and Treatment of Splenomegaly. 
Dr. Allen O. Whipple, Vaientine Mott Professor 
of Surgery, Columbia University College of Phy- 
sicians and Surgeons, New York, New York. 
Neoplasms of the Stomach; Correlation of Roent- 
genological and Clinical Aspects. 
Dr. Fred J. Hodges, Professor of Roentgenology, 
University of Michigan Medical School, and Dr. 
Robert M. Bartlett, Instructor in Department of 
Surgery, University of Michigan Medical School, 
Ann Arbor, Michigan. 
The Use of Spinal Anesthesia. 
Dr. Thomas H. Russell, Professor of Clinical 
Surgery, New York Postgraduate Medical School, 
Columbia University, Executive Officer and Direc- 
tor of Department of Surgery, New York Post- 
graduate Medical School and Hospital, New York, 
New York. 


OcropEr, 1938 
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Laboratory Apparatus 


Coors Porcelain 
Pyrex Glassware 
R. & B. Calibrated Ware 
Chemical Thermometers 
Hydrometers 
Sphygmomanometers 


J. J. Baker & Co., C. P. Chemicals 


Stains and Reagents 
Standard Solutions 





Biologicals 


Serums Vaccines 
Antitoxins Media 
Bacterins Pollens 


We are completely equipped and solicit 
your inquiry for these lines as well as for 
Pharmaceuticals, Chemicals and Supplies, 
Surgical Instruments and Dressings. 


The Rupp and Bowman Co. 
319 Superior St. Toledo, Ohio 
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ste Behind 
MeErCUROCHROME 


(dibrom-oxymercuri-fluorescein-sodium) 
<> is a background of 


Precise manufacturing methods in- . 


suring uniformity 
Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem- 
istry of the American Medical 
Association 





A booklet summarizing the impor- 
tant reports on Mercurochrome and 
describing its various uses will be 
sent to physicians on request. 


Hynson, Westcott & Dunning, Inc. 
mh torks BALTIMORE, MARYLAND Jer 





ethical 
practitioners 


carry more than 50,000 policies in 
these Associations whose member- 
ship is strictly limited to Physicians, 
Surgeons and Dentists. These Doc- 
tors save approximately 50% in the 
cost of their health and accident 
insurance. 











$1,500,000 Assets | 





Send for 


‘fr mem $200,000 Deposited 
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+ oman for the protection of our members 
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Wednesday, November 2 
Morning Session, 8:00 A. M. 


DIAGNOSTIC CLINICS 


Diagnosis and Treatment of Spinal Cord Tumors. 
Dr. Walter E. Dandy, Adjunct Professor of 
Neurological Surgery. Johns Hopkins University 
School of Medicine, Baltimore, Maryland. 

Differential Diagnosis of Acute Abdominal Disease. 
Dr. Claude F. Dixon, Associate Professor of 
Surgery, University of Minnesota Graduate School 
of Medicine, Mayo Clinic, Rochester, Minnesota. 

Diabetes Mellitus From an Endocrinological View- 

point. 

Dr. Elliott P. Joslin, Clinical Professor of Medi- 
cine, Harvard University Medical School, Boston, 
Massachusetts. 

Dr. Oliver S. Ormsby, Clinical Professor of 
Dermatology, Rush Medical College, University 
of Chicago, Chicago, Illinois. 

Treatment of Complicated Colles’ Fractures. 

Dr. William Darrach, Dean Emeritus and Profes- 
sor of Clinical Surgery, Columbia University Col- 
lege of Physicians and Surgeons, New York, 
New York. 


Afternoon Session, 1:00 P. M. 


The Indications, Contraindications, and End-Results 

in the Surgical Treatment of Essential Hypertension. 
Dr. George Crile, Cleveland Clinic, Cleveland, 
Ohio. 


ADDRESSES 


Hyperpyrexia by Physical Agents; Technic, Indica- 

cations and Results. 

Dr. John S. Coulter, Associate Professor of 
Physical Therapy, Northwestern University Medi- 
cal School, Chicago, Illinois. 

Clinical Significance of Hematuria. 

Dr. William F. Braasch, Professor of Urology, 
University of Minnesota Graduate School of 
Medicine, Mayo Clinic, Rochester, Minnesota. 

A Medical Appraisal of the Surgery of Pulmonary 

Tuberculosis. 

Dr. William S. Middleton, Dean and Professor of 
Medicine, University of Wisconsin Medical School, 
Madison, Wisconsin. 

The Clinical Use of Sulfanilamide in Infectious 

Diseases. 

Dr. Perrin H. Long, Associate Professor of 
Medicine, Johns Hopkins University School of 
Medicine, Lecturer in Epidemiology, Johns Hop- 
kins School of Hygiene and Public Health, As- 
sociate Physician Johns Hopkins Hospital, Balti- 
more, Maryland. 

Acute Appendicitis: Management and Mortality. 
Dr. George P. Muller, Professor of Surgery, 
Jefferson Medical College, Philadelphia, Pennsyl- 
vania. 


- Injuries to the Heart, Stab Wounds, and Contusions. 


Dr. Claude S. Beck, Associate Professor of 


Surgery, Western Reserve University School of 


Medicine, Cleveland, Ohio. 


Improvements in Methods of Abdominal Drainage. 


Dr. W. Wayne Babcock, Professor of Surgery 
and Clinical Surgery, Temple University School 
of Medicine, Philadephia, Pennsylvania. 


Thursday, November 1 
Morning Session, 8.00 A. M. 


DIAGNOSTIC CLINICS 


Role of Diseases of the Sinuses to General Medi- 
cine. 
Dr. Robert F. Ridpath, Professor of Laryngology 


and Rhinology, Temple University School of 
Medicine, Philadelphia, Pennsylvania. 


Jour. M.S.MS. 

















GENERAL NEWS AND ANNOUNCEMENTS 


The Significance of Enlargement of the Abdomen 

in Children. 
Dr. Irvine McQuarrie, Professor of Pediatrics, 
University of Minnesota Medical School, Minne- 
apolis, Minnesota. 

The Diagnosis of Bone Lesions. 
Dr. Dean Lewis, Professor of Surgery, Johns 
Hopkins University School of Medicine, Balti- 
more, Maryland. 

Non-Organic Disorders of the Digestive Tract. 
Dr. Alfred Stengel, Professor of Medicine, Uni- 
versity of Pennsylvania School of Medicine, Phil- 
adelphia, Pennsylvania. 

Somatic Complaints in the Neuroses: 

tations. 
Dr. Peter T. Bohan, Professor of Clinical Medi- 
cine, University of Kansas School of Medicine, 
Kansas City, Missouri. 


Afternoon Session, 1:00 P. M. 


Immediate Care of Fractures. 
Dr. Clay Ray Murray, Associate Professor of 
Surgery, Columbia University College of Phy- 
sicians and Surgeons, New York, New York. 
Hodgkin’s Disease. 
Dr. Warfield T. Longcope, Professor of Medicine, 
Johns Hopkins University School of Medicine, 
Baltimore, Maryland. 


ADDRESSES 


Immediate Versus Delayed Surgery in the Treat- 
ment of Acute Diseases of the Gall Bladder. 
Dr. Charles Gordon Heyd, Professor of Clinical 
Surgery, New York Postgraduate Medical School, 
Columbia University, New York, New York. 
The Management of Peritonitis. 
Dr. Vernon C. David, Clinical Professor of 
Surgery, Rush Medical College, University of 
Chicago, Chicago, Illinois. 
Osteomyelitis of the Frontal Bone. 
Professor Dr. v. Eicken, Department of Otolaryn- 
gology, Medical Faculty University of Berlin, 
Berlin, Germany. 
The Object and the Value of Preoperative and 
Postoperative X-ray Treatment in Carcinoma of the 
Breast. 
Dr. George E. Pfahler, Professor of Radiology, 
University of Pennsylvania Graduate School of 
Medicine, Philadelphia, Pennsylvania. 
Subtemporal Decompression; Indications and Surgi- 
cal Technic. 
Dr. Eric Oldberg, Professor and Head of the 
Department of Neurology and Neurological 
Surgery, University of Illinois College of Medi- 
cine, Chicago, Illinois. 
Relation of Trauma to Inguinal Hernia; Analysis of 
1,000 Herniotomies. 
Dr. John J. Moorhead, Professor of Clinical 
Surgery, New York Postgraduate Medical School, 
Columbia University, New York, New York. 


Case Presen- 


Evening Session, 7:00 P. M. 


Classification and Treatment of the Epilepsies. 
Dr. Wilder Penfield, Professor of Neurology and 
Neurosurgery, McGill University Faculty of Medi- 
cine; Director of Montreal Neurological Institute, 
Montreal, Canada. 
The Clinical Significance of Retinal Charges in 
Arterial Hypertension. The Joseph Schneider 
Foundation Presentation. 
Dr. Walter I. Lillie, Professor of Ophthalmology, 
Temple University School of Medicine, Phila- 
_delphia, Pennsylvania. 
in Prognosis and Treatment of Rheumatic Heart 
1sease. 
Dr. Fred M. Smith, Professor of Theory and 
Practice of Medicine, State University of Iowa 
College of Medicine, Iowa City, Iowa. 


Ocroper, 1938 
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WAUKESHA SPRINGS 
SANITARIUM 


For the Care and Treatment of 
Nervous Diseases 





Building Absolutely Fireproof 





BYRON M. CAPLES, M. D., Medical Director 


FLOYD W. APLIN, M. D. 
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Gg, All worth while laboratory exam- 
inations; including— 


Tissue Diagnosis 
The Wassermann and Kahn Tests 
Blood Chemistry 
Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients. 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D... Direcror 
537 Millard St. 


Saginaw 
Phone, Dial 2-3893 


The pathologist in direction is recognized 
by the Council on Medical Education 
and Hospitals of the A. M. A. 
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Psychotherapy in General Medicine. 
Dr. Clarence B. Farrar, Professor of Psychiatry, 
University of Toronto Faculty of Medicine, To- 
ronto, Canada. 

Pellagra. 
Dr. John H. Musser, Professor of Medicine, Tu- 
lane University of Louisiana School of Medicine, 
New Orleans, Lousiana. 


Friday, November 4 
Morning Session, 8:00 A. M. 


DIAGNOSTIC CLINICS 


Carcinoma of the Larynx with Special Reference 
to End-Results. 
Dr. Louis H. Clerf, Professor of Laryngology and 
Bronchoscopy, Jefferson Medical College, Phila- 
delphia, Pennsylvania. 
Compressed Fractures of the Vertebre. 
Dr. Hubley R. Owen, Professor of Clinical 
Surgery, Woman’s Medical College of Pennsyl- 
vania, Philadelphia, Pennsylvania. 
The Management of Gastric and Duodenal Ulcer, 
Jejunal Ulcer, and Gastrojejunocolic Fistula. 
Dr. Frank Lahey, Lahey Clinic, Boston, Massa- 
chusetts. 
The Differential Diagnosis of Diseases of the Chest 
and Abdomen. 
Dr. ; David Riesman, Emeritus Professor of 
Clinical Medicine and Professor of History of 
Medicine, University of Pennsylvania School of 
Medicine, Philadelphia, Pennsylvania. 
Diagnosis and Treatment of Obstructive Lesions of 
the Colon. 
Dr. John F. Erdmann, Attending Surgeon, New 
York Postgraduate Medical School, New York, 
New York. 


Afternoon Session, 1:00 P. M. 


Treatment of Fractures of the Neck of the Femur 
by Internal Fixation. 
Dr. M. N. Smith-Petersen, Clinical Professor of 
Orthopedic Surgery, Harvard University Medical 
School, and Chief of Orthopedic Service, Massa- 
chusetts General Hospital, Boston, Massachusetts. 
Complications Following Surgery of the Biliary 
Tract. 
Dr. Waltman Walters, Professor of Surgery, 
University of Minnesota Graduate School of Medi- 
cine, Mayo Clinic, Rochester, Minnesota. 


ADDRESSES 


The Present Status of Our Knowledge of the 

Suprarenal Cortical Hormone. 
Dr. George A. Harrop, Director of Research, E. 
R. Squibb & Sons, New Brunswick, New Jersey. 

Obstruction of the Neck of the Bladder in Women. 
Dr. Hugh H. Young, Professor of Urology, Johns 
Hopkins University School ‘of Medicine, Balti- 
more, Maryland. 

Studies in Growth—Precocious and Malignant. 
Dr. Leonard G. Rowntree, Director, Philadelphia 
Institute for Medical Research, Philadelphia, 
Pennsylvania. 

Trauma of the Abdomen. 
Dr. Arthur R. Metz, Associate Clinical Professor 
of Surgery, Rush Medical College, University of 
Chicago, Chicago, IIlinois. 

Influenzal Pneumonias: Observations on Their 

Pathological Features and Clinical Characteristics. 
Dr. Robert G. Torrey, Professor of Medicine, 
Woman’s Medical College of Pennsylvania, Phila- 
delphia, Pennsylvania. 

The Treatment of Bronchiectasis. 
Dr. Edward D. Churchill, John Homans Pro- 
fessor of Surgery, Harvard University Medical 
School, Boston, Massachusetts. 
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Dr. William A. Hackett 


Dr. William A. Hackett, long a resident and one 
of the older practitioners in Detroit, died on Sep- 
tember 19. Dr. Hackett had been ailing for nearly 
a year with cancer of the bladder. He was born 
in Ontario seventy years ago and, following his 
graduation from the medical school of the Uni- 
versity of Toronoto, he located in Detroit, where he 
had been in practice up to the time of his death. 
He is survived by his wife and one brother, Dr. 
Walter L. Hackett, who is in practice in Detroit. 
The late Dr. Hackett was well known. He was 
one of the founders of the Samaritan Hospital, 
later to become St. Joseph’s Mercy Hospital, on 
East Grand Boulevard, Detroit. Dr. Hackett con- 
tinued to be a member of the staff of St. Joseph’s 
Mercy Hospital up to the time of his death. He 
was quiet, of a gentle nature, which inspired con- 
fidence in his large practice. Dr. Hackett was a 
member of the Wayne County and Michigan State 
Medical Societies and the American Medical Asso- 
ciation. 





Purse-string Puppetry 


(New York State Journal of Medicine) 

The use of the WPA to influence political elec- 
tions should serve as a warning to those who urge 
further extension of governmental control over 
private enterprise. When a large proportion of the 
population is attached to the public purse-strings, 
the Administration in power is enabled to wield an 
unwholesome influence over political events. 

Medicine has frequently cited the danger of po- 
litical domination among its reasons for opposition 
to obligatory sickness insurance. Current attempts 
to influence the outcome of primaries through Ad- 
ministration pressure on WPA workers prove that 
this is no chimera. 

There are many ways in which political dissidents 
on the medical panels could be made to feel the ad- 
ministrative lash. The vast amount of form-filing 
required of panel doctors provides an ever-present 
excuse for punitive action. Clerical errors could 
be made a reason for withholding pay checks. There 
are a thousand other petty devices by which friend- 
ly superiors could help, and hostile ones obstruct, 
insurance practitioners. 

It is not merely his political independence which 
the physician forfeits to compulsory sickness in- 
surance. As experience in Europe proves, his pro- 


. fessional independence is even more directly threat- 


ened. Unchecked by any necessity to pay for service, 
the demands of panel patients are frequently un- 
reasonable and excessive. Often, they clash with 
administrative policy. Caught between two mill- 
stones, the unhappy practitioner is forced to subor- 
dinate his honest judgment to expediency. The in- 
evitable result is a loss of professional morale and 
a drop in professional standards. 

Free from political interference, the American 
doctor has raised medical care to a level equalled 
in few countries and surpassed in none. Certainly, 
no nation with compulsory sickness insurance offers 
its laboring classes service comparable to that en- 
joyed by the American worker. 

It would be a great pity if bureaucratic control 
were allowed to reduce the political and professional 
standards of the medical profession to those of the 
WPA. 


Jour. M.S.M.S. 
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CYRUS B. GARDNER, M.D., F.A.C.S. 


Surgery 
Consultations by Appointment 


Physicians and Surgeons Bldg. 
LANSING, MICHIGAN 


R. EARLE SMITH, M.D. 
Practice Limited to 
DERMATOLOGY 


Suite 709, Ashton Building 
GRAND RAPIDS, MICHIGAN 








Randolph 8123 esidence 


R 
Longfellow 1483 


WALTER J. WILSON, M.D. 
WALTER J. WILSON, Jr., M.D. 
1245-47 David Whitney Building 


CARDIOLOGY 
PORTABLE ELECTROCARDIOGRAPHY 


Office Consultation 
by Appointment DETROIT 


HENRY S. BARTHOLOMEW, M.D. 


Practice limited to 


Dermatology 


1115 City National Building 
LANSING, MICHIGAN 








MILTON G. BUTLER, M.D. 
Practice limited to 


DERMATOLOGY AND 
SYPHILOLOGY 


407 Building and Loan Bldg. 
SAGINAW, MICHIGAN 


CLAUDE V. RUSSELL, M.D. 
1207 City National Bank Bldg. 
Lansing, Michigan 
Practice Limited to 


CANCER AND OTHER NEW GROWTHS 











GEORGE L. LE FEVRE, M.D., 
F.A.C.S. 


General Surgery 


MUSKEGON, MICHIGAN 


HARLEN MACMULLEN, M.D., 
F.A.C.S. 


General Surgery 


MANISTEE, MICHIGAN 

















L. M. SNYDER, M.D. 
Attorney at Law 
MEDICOLEGAL COUNSELOR 


1201 City National Building 
LANSING, MICHIGAN 








WM. A. LANGE, M.D. 
Practice limited to 


PLASTIC AND RECONSTRUCTIVE 
SURGERY 


including hare lips and cleft palates 


1610 EATON TOWER 


DETROIT 
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THE DOCTOR'S LIBRARY 




















Acknowledgment of all books received will be made in 
this column and this will be deemed by us a full com- 
pensation to those sending them. A _ selection will be 
made for review, as expedient, 


A TEXTBOOK OF GYNECOLOGY. By Arthur Hale 
Curtis, M.D., Professor and Chairman of the Department 
of Obstetrics and Gynecology, Northwestern University 
Medical School; Chief of the Gynecological Service, 
Passavant Memorial Hospital, Chicago, Illinois. Third 
Edition, Reset. 603 pages with 318 illustrations. Cloth, 
$7.00 net. Philadelphia and London: W. Saunders 
Company, 1938. 

Were this third edition of the author’s work 
simply a revision, very little would require to be 
said. The author’s work is too well known to call 
for a detailed introduction to the medical profes- 
sion, so that a third revision would ordinarily mean 
only those changes, deletions and insertions to keep 
the work abreast with current teaching of gynecol- 
ogy. However, in this third edition, the author 
has not only entirely rewritten the second edition; 
he has added eight chapters preliminary to the 
former work. The first comprises over sixty pages 
on the anatomy of the female genitalia; the second 
deals with the embryology; the third and fourth 
discuss the function, exclusive of the endocrine 
glands; the fifth, sixth, seventh and eighth are 
devoted to endocrine glandular physiology. A fea- 
ture of the work that is deserving of special com- 
ment consists of the drawings and illustrations by 
the anatomical illustrator. Dr. Curtis has covered 
thoroughly the literature on the subject and has 
appended workable bibliographies to each chapter. 
Even with the eight additional chapters, the author 
has kept his bock within six hundred pages. This 
work can be unreservedly recommended to the 
class of physician for whom it is intended, the 
general practitioner, the medical student as a teach- 
able textbook and it will be appreciated most of all 
by the gynecologist. 





EXPERIENCE IN THE MANAGEMENT OF FRAC- 
TURES AND DISLOCATIONS (Based on an An- 
alysis of 4,390 Cases). By the Staff of the Fracture 
Service, Massachusetts General Hospital, Boston, Un- 
der the Editorship of Philip D. Wilson, M.D. 1036 
Pages, 1419 Illustrations. Price $15.00. Philadelplia: 
J. B. Lippincott Company. 

There is no work on surgery more important 
than a volume on fractures and dislocations. This is 
truer today than ever before, consideraing the tempo 
of life in industry and on the roads. This book is 
unique inasmuch as it deals with special instances 
of fracture rather than a general discussion of types 
of fracture. The composite authorship insures a 
special emphasis that is not possible in a general work 


by a single author. The fracture service of the. 


Massachusetts General Hospital in a large city, Bos- 
ton, is comparable with Detroit with its Receiving 
Hospital. The Management of Fractures and Dislo- 
cations presents not only a large number of specific 
cases while under treatment, but actual examina- 
tion of the patients a year or more after their 
discharge from the hospital with an appraisal of 
results in terms of anatomic restoration, restoration 
of function and ability to work. Special attention 
has been paid to unsatisfactory results. Not only 
have we a clear, concrete text, the authors have 
made copious use of illustrations. The work is 
highly recommended to the surgeon, the orthopedist 
and the general practitioner. While fractures and 
dislocations are the domain of the orthonedist, the 
maior portion will be treated in general practice. 
This work is unique. 


952 


THE TROUBLED MIND, A STUDY OF NERVOUS AND 
MENTAL ILLNESSES, By C. S. Bluemel, M.A., M.D., 
F.A.C.P., M.R.C.S. (Eng.). Price $3.50, pages 520. 
Baltimore: The Williams and Wilkins Company, 1938, 

Now that mental hygiene has come to occupy 
such an important place with physicians, who are 
not psychiatrists, this work will be found very 
helpful. The writer has illustrated the book copious- 
ly by means of case histories. Many are of in- 
cipient or borderline cases of mental illness which 
with the advice of the physician and codperation 
of the patient should progress to recovery. The 
numerous histories given will be found interesting 
to the internist or general practitioner who meets 
with similar symptoms in his patients, almost daily. 

They suggest the necessity of a thorough physical 

examination to eliminate possible organic disease 

before concluding that the patient is a mental pa- 
tient. Not much, however, is presented in the mat- 
ter of treatment, which consists of the conclud- 
ing chapter of six pages. The reviewer would have 
preferred it had the author gone more extensively 
into psychotherapy. We are left with the feeling 
that the patient’s codperation is a large factor in 
“ministering to a mind diseased.” However, the 
bock is intended for the more advanced general 
reader as well. A glossary of medical terms is 
appended to help him on with the technical terms 
peculiar to this branch of medicine. The author 
includes an interesting chapter on “The Public 

Lunatic,” who he claims is the more dangerous 

because his lunacy is not generally recognized. In 

the class he places the seeker after political power, 
the dictator, as well as certain types of evangelists. 

The aggressive psychopath who gets into public life 

may be the cause of social and industrial unrest. 

The book is not intended for the specialist, the 

psychiatrist. To repeat, it is a very valuable con- 

tribution to the subject of mental hygiene. 





THE AMERICAN ILLUSTRATED MEDICAL DIC- 
TIONARY: A complete dictionary of the terms used 
in Medicine, Surgery, Dentistry, Pharmacy, Chemistry, 
Nursing, Veterinary Science, Biology, Medical Biog- 
raphy, etc. By W. A. Newman Dorland, A.M., M.D., 
F.A.C.S., Lieut.-Colonel, M.R.C., U. S. Army; Member 
of the Committee on Nomenclature and Classification 
of Diseases of the American Medical Association; Edi- 
tor of the ‘American Pocket Medical Dictionarv.” 
With the Collaboration of E. C. L. Miller, M.D., 
Medical College of Virginia. Eighteenth Edition, Re- 
vised and Enlarged. 1,607 nages with 942 illustrations, 
including 283 portraits. Flexible and Stiff Binding. 
Philadelphia and London: W. B. Saunders Company, 
1938. Plain, $7.00 net. Thumb Indexed, $7.50 net. 

Probably there is no better way of estimating the 

growth of a science than the perusal ofa dictionary 
of the terms of that science. This is the eighteenth 
revision of the American Dictionary by Dorland 
since nineteen hundred, a new edition almost every 
two years. Over three thousands words have been 
included since the last revision. This has necessi- 
tated an increase of over sixty pages. In spite of 
a total of 1,607 pages, due to the quality of paper 
and the arrangement, the volume is convenient for 
ready reference. While the entire field of medicine 
is involved in the new words, the largest additions 
will be found in the fields of endocrinology, immu- 
nology, pathology, clinical medicine and dentistry. 
The plan of former editions has been followed. The 
word to be defined is in boldfaced type, followed by 
phonetic pronunciation, also, the etymology, usually 
Latin or Greek. The Greek alphabet is used in giv- 
ing the etymology of Greek derivatives. Then fol- 
lows a clear, simple definition. This dictionary 1s 
highly recommended not only to the physician and 
dentist as such but to the medical writer of either 
class. 


Jour. M.S.M.S. 
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@ Among Our Contributors + 





Dr. J. H. Ahronheim is pathologist to Foote 
Memorial and Mercy Hospitals, Jackson, Michigan. 
He was graduated from the University of Berlin in 
1931 and received his training in pathology under 
the German pathologist, Dr. Ludwig Pick, and un- 
der Dr. C. V. Weller, University of Michigan. He 
has held his present position since October, 1936. 





Dr. John A. Larson received the degree of A.B. 
also A.M. at Boston University in 1914 and 1915, 
respectively, Ph.D. in Physiology and Biochemistry 
from the University of California in 1920, and M.D. 
from Rush Medical School, University of Chicago in 
1928. He has taken up graduate studies in crimi- 
nology. Dr. Larson had four years of practical police 
work and research in the Berkeley, California, Police 
Department, also four years as Research Psycholo- 
gist for the Illinois Institute for Juvenile Research. 
He has been teaching psychiatry for nine years in 
the medical schools of Johns Hopkins, Iowa and 
Rush College of the University of Chicago. 





Dr. Winfred Overholser was graduated A.B. 
from Harvard in 1912 and M.D. from Boston Uni- 
versity School of Medicine in 1916. He served at 
the Massachusetts State Hospital from 1917 to 1936, 
was Commissioner of Mental Diseases from 1934 
to 1936, and formerly Professor of Psychiatry, Bos- 
ton University. Dr. Overholser is Chairman of the 
Section on Forensic Psychiatry of the American 
Psychiatric Association and is a diplomate of the 
American Board of Psychiatry and Neurology. 





Dr. Lowell S. Selling is the Director of the 
Recorder’s Court, Psychopathic Clinic, and Assistant 
Attending Neuropsychiatrist at Eloise Hospital, and 
also Adjunct Neuropsychiatrist at Harper Hospital. 
He is a graduate of Bellevue Hospital Medical Col- 
lege, and Ph.D. in Psychology from Columbia Uni- 
versity. He is the author of a book “Diagnostic 
Criminology,” and many other publications. 





Dr. C. Fremont Vale is a graduate of the Uni- 
versity of Pennsylvania, 1916; interned at Lankenau 
Hospital, Philadelphia, 1916-18. He is Professor of 
Clinical Surgery at Wayne University, College of 
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Medicine. He is a Fellow of the American College 
of Surgeons and a Founder Member of the Amer- 
ican Board of Surgery. 





Dr. George L. Waldbott is a graduate of the 
University of Heidelberg, Germany, 1921. His spe- 
cialty is allergy and he is in charge of the Clinics 
at Grace and Harper Hospitals, also the North 
End Clinic. 





Dr. L. M. Warfield is a graduate of Johns 
Hopkins Medical School, 1901, he is Specialist in 
Internal Medicine, formerly Professor of Medicine 
and Head of the Department at University of Michi- 
gan (1922-1924). At present he is practicing Internal 
Medicine in Milwaukee. 
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